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“Men that can have communion in 
nothing else, can sympathetically 
eat together, can still rise into 
some glow of brotherhood 
over food and wine.” 
THOMAS CARLYLE 
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Lift the depression with Marplan. Therapeu- 
tically, Marplan is a new, more active amine 
oxidase regulator. Clinically, it is safer. Medi- 
cally, it represents a major breakthrough in 
the chemotherapy of depression. Marplan has 
been evaluated by some 300 investigators who 
reported its use in more than 4000 patients. 
Results have been impressive—frequently dra- 
matic, and side effects have been markedly 
fewer and less severe. Indications range from 
moderate to severe psychiatric disorders with 
associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable 
as an adjunct to psychotherapy to facilitate 
the patient’s responsiveness. Complete litera- 
ture, giving dosage, side effects and precau- 
tions, is available upon request and should be 
consulted before prescribing. Supplied: 10-mg 
tablets in bottles of 100 and 1000. 
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In chronic schizophrenia! 
the normalizing influence of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 


Dartal was preferred by 

the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 
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In the treatment of depression 
Tofranil has established the 
remarkable record of producing 
remission or improvement in 
approximately 80 per cent 

of cases.'~” 


Tofranil is well tolerated in usage— 
is adaptable to either office or 
hospital practice—is administrable 
by either oral or intramuscular 
routes. 
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even after other drugs fail.‘ 
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‘THORAZINE’, introduced in 1954, is still the most widely. 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. It is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 
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Rehabilitation 
Means 


Restoration 


THE 
SHELTERED 
WORKSHOP 


A SERIES OF EVENTS which frequently occurs in publicly 
supported institutional psychiatry is—the discharge 
of a patient, his failure to secure or hold gainful employ- 
ment, an aggravation of financial difficulties in the home. 
increased domestic irritation, and a return of the patient to 
the hospital. 

Most persons in the United States are familiar with the 
idea and sight of sheltered workshops for physically dis- 
abled persons. Behind the common acceptance of such activi- 
ties is the general recognition that disabled persons should 
he given assistance when needed. As indicated by Dax* the 
principle of sheltered workshop programs bringing financial 
return to psychiatric patients seems accepted in Holland 
and to some extent in England. Far slower seems our own 
use of protected employment for such persons. Yet one may 
ask if this type of vocational activity could not be used as 
effectively with them as it is with the physically disabled. 

The reports of actual operating workshops reviewed in the 
medical literature generally support our hypothesis that re- 
munerative work situations can provide the additional ego- 
satisfaction enjoyed by the self-supporting patient. a lessen- 
ing of the burden of his support which society frequently 
is called upon to assume, and even an improvement in his 
psychiatric condition. Perhaps most persons experienced in 
rehabilitation will agree that complete restoration of lost 


*See MENTAL Hospitats, November 1958, pp. 14-18. 


By ROY S. HUBBS, M.D. 
Director of Professional Services, 


VA Hospital, Palo Alto, California 


abilities is the highest aim of the sheltered workshop. It 
is desirable to provide employment to the disabled individual 
for economic reasons, but it is even more desirable to organ- 
ize the program of employment so that he not only con- 
tributes to or makes his own living. but also increases his 
skills, self-confidence, and mental equilibrium. Thus he may 
be enabled to leave the sheltered employment after a time 
and re-enter the competitive labor market, or return to his 
profession, as the case may be. 

To obtain public or even professional support for the use 
of the sheltered workshop with psychiatric patients, it seems 
that one needs to present the results of actual employment 
of this type over long periods of time. Such studies should 
be conducted in full realization that there are many compli- 
cations in the conduct of research in subjects as difficult to 
evaluate accurately as the various phases of mental health 
and disease. 


Conduct of the Study 


A workshop for patients with psychiatric disease was put 
into operation here August 2. 1957, and is still functioning. 
Selected patients are assigned to the program, which we call 
“The Veterans Workshop.” The shelter given is chiefly 
that of a realistic work situation. under the supervision of a 
director tolerant of irregular work habits and sometimes of 
objectionable personal characteristics. These include moodi- 
ness, undue irritability. or even frankly psychotic manifesta- 
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tions, such as hallucinations and delusions, if these are 
sufficiently mild to permit group activity with a reasonable 
degree of comfort. 

Patients assigned to the workshop have received maximum 
hospital benefit but are still too incapacitated to secure or 
hold gainful employment outside the hospital. We choose 
only those considered by their physicians to be potentially 
capable of rehabilitation if given training and employment 
under sheltered or special conditions. We therefore eliminate 
at the start all patients sufficiently well to secure and hold 
positions and all who, in our clinical judgment. are unable 
to benefit by the workshop experience. 


Composition of Groups 


We consistently match two patients of approximately the 
same age and with the same estimated degree of rehabili- 
tative capacity, choosing one for the workshop group and 
one (by the flip of a coin) for the control. The random 
selection eliminates any selective bias. At the onset all 
patients of each group know of the workshop and have a 
general knowledge of its operation. All have shown some 
interest in an assignment to it. The disappointment result- 
ing from the assignment of patients to the control group is 
lessened as far as possible by giving no patient an indication 
that he will be chosen for sheltered employment: each is 
told only that there are insufficient vacancies for everyone 
in the workshop and that he is “being considered for assign- 
ment.” All patients in each group are provided the same 
medical and nursing care and the same psychological and 
social work services. Six to eight patients are regularly 
assigned to the workshop at the same time. 

Our study thus far includes 36 patients, divided equally 
hetween the workshop group and the control group. The 
workshop group consists of 15 patients diagnosed schizo- 
phrenic reaction, 1 diagnosed psychosis with organic brain 
disease, and 2 of severe anxiety type. The control group has 
16 patients diagnosed schizophrenic reaction. 1 diagnosed 
psychosis with organic brain disease, and | of severe anxiety 
type. Each patient in the workshop group has been assigned 
to it for one month to two years. Patients who leave are 
replaced by others. They perform whatever usually simple 
but occasionally more complicated work we can obtain for 
them which will bring a reasonable financial return. Ex- 
amples are: making ski-tow ropes and dog leashes, prepar- 
ing electrical apparatus for grade-school science teaching. 
stripping copper wire from burned-out induction coils. and 
packaging hinge assemblies. 

Obstacles have been encountered. The establishment of 
markets for the work products of our patients has been slow 
but these outlets are growing. Another obstacle is a shortage 


of funds with which to pay salaries and to secure a work 
area in a building off the hospital grounds. The money 
shortage has been partially relieved by securing the services 
of a full-time director of the workshop ( Mr. E. Radnell Free) 
who, because of his interest in rehabilitation, works solely 
on the basis of a percentage of the funds received from the 
work of the patients. Considerable help has come from the 
San Francisco Foundation, and other funds have accumu- 
lated from the difference between monies received for prod- 
ucts of the patients’ labors and the wages paid. We have 
accumulated sufficient money now to permit us to seek a 
rented location off the hospital grounds and we are doing so. 
We have the active support of organized labor, having re- 
ceived its written approval after explaining our organization 
and its function to the local labor council. Certainly this 
approval indicates a constructive and enlightened attitude 
of labor leaders in view of the fact that few of our patients 
pay union dues in the hospital, even when employed. An 
article by Pohlman* relative to the use of the United Mine 
Workers Welfare and Retirement Fund in the rehabilitation 
of the severely disabled likewise indicates such an attitude 
on the part of one large segment of organized labor. 

Needed assurance that no persons (other than patients) 
would derive personal profit from the study was provided 
by forming a nonprofit corporation of prominent citizens 
in the community to give general supervision to the work- 
shop and to control its funds. No one receives any financial 
return except the full-time supervisor and the patients doing 
the work. Patients are paid strictly in accordance with the 
amount of work performed, the rate of pay usually a bit 
below that paid by industry in this area. This is exceeded 
whenever we are able to obtain a sufficiently high return for 
our patients’ labors from the firms for which we do contract 
work, 


Results and Comments 


The only criterion we are using in this study is the ability 
of the patient to make a successful social and economic ad- 
justment outside the hospital, although we are very pleased 
when patients begin to take better care of themselves. their 
clothing, bed area. etc.. and when they react more satis- 
factorily to their fellow patients and others. There has been 
a definite clinical improvement in 8 of the 18 patients 
assigned to the workshop. Five have been discharged. One 
of these is attending a university: one is steadily and gain- 
fully employed; a third (one of the two with anxiety re- 


*Pohlman, Kenneth E.. “Let's Pay our Debt to the Severely 
Disabled,” JouRNAL oF Vol. XVIII, Nov.- 
Dec, 1952, pp. 13-16. 


PRESENT STATUS OF PATIENTS IN STUDY 


Workshop Group (18 patients) 


Control Group ( 18 patients) 


Discharged Vot Discharged Discharged Not Discharged 
Not Not Not Not 
Diagnoses Working Working Improved Improved Working Working Improved Improved 
Schizophrenic reaction 2 2 2 9 l 2 1 12 
Psychosis with organic brain disease 0 0 1 0 l 0 0 0 
Severe anxiety reaction 1 0 0 1 0 0 0 l 
3 10 2 2 1 13 


Totals 3 2 


o 


ac 
tw 
pe 
di 
pl 
pl 
eV 
in 
tir 
gi 
ne 
ge 

ar 
di 

in 
ac 
m 
de 
we 
re 
ne 
he 
in 
an 
th 
all 
tie 
ho 
tal 
th 
re 
ca 
im 
tic 
ill. 
wi 
TI 
the 
to 


action) is employed in another sheltered situation; the other 
two are not employed. Aside from the five discharged, one 
patient (the one diagnosed psychosis with organic brain 
disease) has improved so much that early discharge is 
planned, and two others still with the workshop have im- 
proved markedly but are not ready for discharge. They show 
greater responsiveness, neater personal appearance, and more 
evidence of interest in others. Ten of the group are un- 
improved (including the other patient with anxiety reac- 
tion in this group). Of the eighteen patients in the control 
group, four are discharged. Of these. one (the patient diag- 
nosed psychosis with organic brain disease) is steadily and 
gainfully employed; one is employed in a sheltered situation: 
and the other two are unemployed. Except for these four 
discharged patients. only one other in the control group 


NEEDS OF 
DISCHARGED 
PATIENTS 


T HAS OFTEN been said that more has been accomplished 

in the field of mental health in the past ten years than 
in the preceding half century. Probably the most publicized 
achievements are the new and improved methods of treat- 
ment. including the use of drugs, which have unlocked the 
doors of our mental institutions for many more patients than 
would otherwise have been possible. A second sign of prog- 
ress is the increase in professionally trained workers who 
now staff our hospitals. But these two advances have also 
helped to create a new problem. Patients are being released 
into the community in greater numbers than ever before. 
and their demands for service are also increasing. 

In addition to the advances which I have just mentioned. 
there is still another reason—perhaps the most important of 
all—for the many requests for service by convalescent pa- 
tients. Over the years there has been developing within the 
hospitals a new philosophy in regard to the over-all rehabili- 
tation of the patient's personality. Because of overcrowding. 
the chief concern of most mental hospitals has become the 
reduction of psychotic symptoms to the point where patients 
can be released into the community—not as cured but as 
improved. There is little time for follow-up of these condi- 
tionally released patients. This is particularly true in inten- 
sive treatment centers that deal primarily with the acutely 
ill. These hospitals find it difficult enough just to keep up 
with the growing pressure of patients seeking admission. 
Thus the focus has come to be upon rapid alleviation of 
the patient’s symptoms in order that he may be returned 
to the community and that another. more in need of help 


shows definite clinical improvement. The patient with 
anxiety reaction is one of those who are unimproved. 

It had been hoped and expected that results of statistical 
significance would be forthcoming by this time, now more 
than two years after operation of the workshop was begun. 
Actually, the procedure of finding patients who meet ihe 
criteria for selection (others have reported difficulty at this 
point also) and the slow building up of workshop business 
have prevented this. Our initial findings are encouraging, as 
were those in several of the reports mentioned earlier. This 
presentation is made in the hope that others may initiate 
studies of the same type and by their findings and reports 
further the knowledge of the effectiveness of sheltered em- 
ployment in the rehabilitation of persons with psychiatric 
disease. ake 


By ALFRED L. KASPROWICZ 
Chief Psychiatric Social Worker 
Waukesha County Child Guidance Clinic, Wis. 


than he. may occupy his bed. Although the receiving hospi- 
tals fully realize the need for follow-up care, they feel that 
as intensive treatment centers this should not be their focus. 
In those cases in which the patient’s illness has become 
chronic and release is not seen as an imminent possibility. 
the most common procedure is for the receiving hospitals to 
transfer him to the “prolonged-care” hospitals. In this man- 
ner, more beds are again made available for acute cases. 
The prolonged-care institutions are already overcrowded, 
and have found it necessary to establish outpatient clinics as 
extensions of themselves or to refer their discharged patients 
to other outpatient clinics. They have discovered that unless 
these patients receive fairly concrete supportive help on an 
outpatient basis, many will quickly return to the hospital. 
As more and more chronic patients began to leave hospi- 
tals due to drugs and new treatment approaches, the hospital 
began to question its role in the complete rehabilitation of 
the patient. (And let us remember that the word rehabilita- 
tion means restoration of function, not just the prolongation 
of absence of psychotic symptoms.) Hospitals began to see 
their outpatient programs bogging down under the greater 
pressures of the ever-growing number of released chronic 
patients. These patients were in need of continued—almost 
never-ending—supportive help. Yet their symptomatic be- 
havior did not require full inpatient hospitalization. 
Hospital social workers, who shouldered the main respon- 
sibility in aiding the chronic patient to re-establish himself 
in the community, often failed to live up to the superin- 
tendent’s concept of what they should be accomplishing. Re- 
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sponding to this pressure and recognizing that this was a 
job they could not do alone, social workers began to look to 
community agencies for assistance. Too often the private 
and public agencies felt that they were ill equipped to pro- 
vide the types of service requested. The patient’s legal status 
—the fact that in some areas he no longer had the rights of 
an ordinary citizen—was another barrier to his receiving aid 
from many public agencies. 

In those cases in which the community did extend its serv- 
ices, it soon became evident to the agencies that what help 
they could provide was on a very limited basis. They dis- 
covered another thing—that many times the patient was too 
ill to profit from their specialized kind of help. They saw a 
person with needs so great that they questioned whether he 
should be out at all. Thus we found the hospital, with its 
new philosophy of rapid return of patients to the community, 
feeling that the agencies should ke more willing to give re- 
habilitation services. The community, on the other hand, 
felt that the hospital was negligent in preparing its patients 
for readjustment in the outside world. 

Gradually it became clear that the truth lay somewhere 
between these two viewpoints. Today there is considerable 
emphasis on easing the transition from hospital to commu- 
nity life. We have begun to think of half-way points and 
have developed facilities so designated. 

Up to this point we have spoken of some of the factors 
which have contributed to the increased demands upon so- 
cial agencies by released patients. Now let us turn our atten- 
tion to the crux of the problem. Why is this transition from 
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hospital life to community life so difficult for the patient? 

In order to better understand the needs of the patient who 
has been released from the hospital, let us first consider the 
type of patient who usually demands community services. 
It is difficult to conceive of a typical or average patient, or 
even a group of patients whom we can describe in universal 
terms. Indeed there are many dangers in attempting this 
sort of description. Nevertheless, my intention is to portray 
the chief characteristics of this group with the full realiza- 
tion that all of them do not apply to each individual within 
the group. 


Characteristics of Patients Seeking Service 


In general the patients who need our help the most are 
those who have no resources either within themselves or 
within their families to aid them in their readjustment. Thus 
we are not particularly worried about a patient who has 
suffered an acute attack of emotional disturbance following 
traumatic or situational stress, and who has made a fairly 
successful recovery. This patient. with the aid of the strengths 
he possessed before the sudden onset of his illness, should be 
able to re-establish himself in the community with a mini- 
mum of help. We are concerned, however, with that vast 
group of patients who have been hospitalized for a period 
of years, perhaps for the second or third time, and who will 
need help in their community adjustment to prevent them 
from returning to the hospital for a fourth or fifth time. 
Treatment in our mental institutions is designed merely to 
remove or alleviate the patient’s psychotic symptoms, not to 
revamp his entire personality—to make him something he 
never was. Thus the release of a chronic patient is no indi- 
cation that he is now a normal, average individual ready to 
start life anew. Generally we find that patients in this group 
had made only marginal adjustments to the community in 
which they lived prior to their hospitalization. Here and 
there we will find a few who had made remarkable adapta- 
tions to community life, but these are the exceptions rather 
than the rule. For the most part these chronic patients had 
heen permitted by certain segments of society to function at 
a very low ebb for many years before something was done 
about it. By the time they were first hospitalized, many of 
them had developed deep-seated and fairly permanent be- 
havioral patterns. Often the adjustment these patients made 
to the hospital routine was the first successful adjustment 
they had made anywhere. 

At this point let us sum up the characteristics of the dis- 
charged patient who most frequently seeks the aid of our 
agencies. First, he is usually a person who has spent a 
number of years in a mental institution. Second, in all 
probability he has been hospitalized more than once. Third, 
he has often made only a marginal adjustment to commu- 
nity life prior to his hospitalization. And fourth, he emerges 
from the hospital partially or totally rid of his psychotic 
symptoms, but ready to assume no more responsibilities 


than he had before. 


Practical Needs of These Patients 

Now we are ready to examine the needs of our released 
patient—the problems which confront him immediately and 
those which he faces later as he seeks to re-establish himself 
in society. 

One of his first needs is adequate housing. In fact this is 
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often a stumbling block which must be hurdled before the 
hospital will release the patient. If he has a family or rela- 
tives who are willing to take him in, he is indeed fortunate. 
Many times, however, his placement demands long and ardu- 
ous work on the part of the hospital social worker with rela- 
tives or guardians who may openly wish that the patient did 
not exist. In other cases, the patient may have been hospi- 
talized for so long that he no longer has relatives or a 
family to take him back. This situation is often remedied 
by placing him in a foster home. In the beginning of the 
foster-care program, it was hoped that these homes would 
provide only temporary refuge for the newly released patient 
—that they would serve as stepping stones toward more com- 
plete community adjustment. Instead, many hospitals are 
finding that these after-care homes are permanent for some 
patients who are too ill to progress any further. 

After a home has been found for the patient, he faces an- 
other major problem—that of securing employment. The 
significance of a good job cannot be over-emphasized. Those 
of us who have seen a steady stream of patients returning to 
the hospital from their conditional releases can testify to the 
loss of self-confidence and damage to ego security which re- 
sults when the patient loses his battle with the outside world. 
Each successive hospitalization leaves him more fearful 
about his next trial. Thus, for the chronic patient who has 
been hospitalized several times it is very important that his 
ego security be maintained and strengthened after his re- 
lease. This cannot be done by mere supportive talks with 
the social worker. The patient cannot live on a distorted 
self-image of his own importance. One of the best ways in 
which he can develop roots for his ego security is to become 
self-supporting, if this is at all possible. The realization that 
he can actually utilize his vocational skills is a vital asset to 
his self-confidence. It is no accident that patients who have 
good work skills stay out longer and adjust more rapidly 
than those who have never developed any job skills. 


Vocational Counseling 

Many patients, in their enthusiasm over being able to 
leave the hospital, tend to overrate their vocational knowl- 
edge and skills. This is particularly true of patients who have 
held jobs while in the hospital and who use hospital stand- 
ards in judging their capabilities. They forget that qualifica- 
tions for the same type of job on the outside are apt to be 
much higher. It is part of the social worker’s job to aid this 
type of patient to appraise his abilities realistically. Patients 
who have regressed in their adjustment level may have to be 
guided into different jobs and taught new work skills rather 
than receive encouragement to re-enter their former occu- 
pations. 

A third area in which discharged patients need help is in 
their social rehabilitation. Again it is the chronic patient 
who will experience the most difficulties. The more severe 
a patient’s illness, the longer it takes to remove his psychotic 
defenses and the more dependent he will continue to be even 
after their removal. Thus, the chronic discharged patient is 
usually a weakened individual who may cling to the support 
of the hospital long after his release. 

As the patient begins to establish wider community con- 
tacts through his work and becomes more secure, he wants 
less and less to do with the hospital and begins to seek other 
social contacts. A method now keing used quite successfully 


to encourage the patient to form new friendships is to refer 
him to settlement houses and other organizations which pro- 
vide group activities. Social workers who use this technique 
must be careful not to push the patient too far in this direc- 
tion. We must avoid pressing our own social needs upon 
him. It is not necessary for him to swim in the mainstream 
of community life if he doesn’t feel comfortable there. For 
him a good social adjustment may merely be getting along 
with the gang at the corner bar. 


Need for Continuing Support 

As we survey the field of conditionally released patients 
and their needs, we find many patients who have been hos- 
pitalized for so long that they are reluctant to move ahead 
or modify their current level of adjustment. Families and 
relatives of such a patient find it difficult to accept this 
attitude, especially if they were reluctant to take him home 
in the first place. Patients need to have their families under- 
stand them and accept them as they are, not as they would 
like them to be. Those patients who lack support from their 
families require much supportive help from their social work- 
ers. Casework services should also be provided to the fami- 
lies of such patients, since their lack of understanding may 
be the cause of, or at least a contributing factor to, the pa- 
tients’ difficulties. 

Most casework agencies seem willing enough to offer the 
discharged patient supportive help on a short-term basis. 
Much of their service is based on the philosophy of helping 
people to help themselves. They view their aid as a trig- 
gering action which helps the patient to utilize his latent 
strengths. In dealing with the released mental patient, how- 
ever, continued supportive help may be needed for a much 
longer time than these agencies may be able to give. For 
example, I recall the case of a newly discharged wife and 
mother who needed supportive help in a very concrete sense. 
A private agency had placed a housekeeper in her home to 
assist her in her household tasks and in taking care of her 
children. At the end of the year, although the patient had 
made little progress and was still unable to manage her home 
alone, the agency removed the housekeeper. Within a few 
months the patient had to be returned to the hospital where 
she spent three more years before again going home. We 
may dislike the idea of using crutches to support the de- 
pendency needs of our patients, but we must be realistic in 
acknowledging the concept of limited goals in our treatment 
program. In this light a crutch should be viewed not as 
something contributing to a patient’s dependency but as a 
vital aid in finally achieving community adjustment. 

When a patient returns to a family setting after a pro- 
longed absence, he often faces almost insurmountable prob- 
lems in his relationship with other family members. A man 
may come home to find that during his absence his wife has 
assumed the paternal role in the family and is now reluctant 
to give it up until she feels sure that her husband can han- 
dle this responsibility. Naturally the patient will resent this 
attitude on the part of his wife. Or picture the woman who 
upon returning to her home finds a housekeeper running her 
house—doing the things she used to do for her family. If 
the husband decides to keep the housekeeper for a while 
longer, and the wife feels she should be managing things 
alone, there is bound to be resentment and ill-feeling. These 
are but a few examples of the types of family problems 
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which arise out of a patient’s hospitalization and with which 
he may need a great deal of help from his social worker. 

In addition to the general needs of discharged patients— 
that is, the most common needs of the group—each individ- 
ual patient has his own specific needs relating to his own 
circumstances. He may need financial assistance or legal ad- 
vice. Such practical needs can often be met more easily than 
can the more generalized and subtle emotional needs. 


Special Problems of Geriatric Patients 


Up until this time, we have concerned ourselves largely 
with those discharged patients who have an illness of a 
chronic nature. In describing their needs we have more or 
less passed over the needs of another group of patients—a 
smaller group, but one which is growing rapidly. I am re- 
ferring to the increasing number of aged patients being re- 
leased from our hospitals. The patient who is over 65 years 
of age when he leaves the hospital poses special problems. 
Generally speaking he is not vocationally rehabilitable, since 
in our society, 65 is still the arbitrary age at which one sud- 
denly becomes too old to work. If we remember the role 
that a good job plays in strengthening a patient’s ego, in 
helping him to feel secure, and in broadening his social con- 
tacts. it is easy to see that the aged patient has his problems 
compounded by the mere fact of his age. 


RECULTURATION 


¥ the September 1959 issue of Geriatrics, Robert 
Sommer speaks of “disculturation.” He defines this 
as a patient’s process of learning attitudes and skills which 
unsuit him to the community to which he is going to return. 
We in the community have become accustomed to dodging 


It is also difficult to find adequate housing for the elderly 
patient. Many times he is alone in the world—without fam- 
ily or friends to take him in and care for him. In the case 
of a patient who has been hospitalized for some time. his 
family may have long since ceased to visit him and upon his 
release may wish to have nothing to do with him. Nor does 
the family-care program provide the answer to the older 
patient’s problems, since most persons prefer to take in 
younger and more productive patients. 

The problem of meeting the needs of the aged patients is 
quite frightening when we realize that these patients are 
being admitted to our hospitals in ever-growing numbers. 
In some urban state hospitals they make up over one third 
of the total admissions. Unless we can meet the needs of 
those geriatric patients who are ready to be released, they 
will remain in the hospitals, and the hospitals themselves 
may be forced once again into providing custodial care 
rather than treatment. 

We must begin to meet the needs of all our released pa- 
tients—especially the chronic and the aged—more realistic- 
ally. If we do not find ways to help them adjust to life in the 
outside world, many of them will return to the hospitals. and 
slowly but surely we will see these institutions once again 
degenerating from treatment centers into mere custodial 
homes. ake 
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taxi cabs, shrinking dollars, going to bed at midnight, and 
operating parking meters. A patient long in a mental hos- 
pital never has to manipulate currency or dodge fast- 
moving vehicles. He may never have heard of a parking 
meter and he may have habituated himself to going to bed 
with, and rising with, the sun. Only the other day a man 
balked at taking his wife home. She had been with us 
twenty years in a simple schizophrenic state and now, at 
the age of 50, she seemed stable enough. “But.” protested 
the husband, “she doesn’t even know the cost of a quart of 
milk.” 

In the Army they developed courses for teaching overseas 
soldiers the amenities of civilian life. After some years of 
our sleeping in thatch huts in New Guinea, they thought 
they had to tell us how to avoid elevator accidents (no one 
was ever killed by a falling elevator in New Guinea) 
skidding on snow-coated roads (no one ever did that in New 
Guinea either) or translating values into dollars and cents 
instead of into pounds and shillings. So too, perhaps, we 
ought to have indoctrination courses in mental hospitals. 
Possibly this could be part of group therapy for pre-parole 
wards. Maybe there should be a ward where patients go to 
bed at 9:30 p.m., and then they could move into a hall where 
they don’t turn the lights out until 11 p.m. 

We think of that bridge from the ward to the home in 
terms of the big things of life. But it is the little things— 
the price of milk. the use of a parking meter - that make the 
readjustment easy or difficult. 

Reculturation. anyone? 
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EEDING OUR PATIENTS means a good deal more than 

F simply supplying a nutritious diet, rich in proteins. 
balanced in minerals, fats, and carbohydrates. It offers a 
way of reaching them on the level of satisfying a simple 
human need, and thereby giving them, in an unthreatening 
way. the chance to establish a casual, but perhaps significant 
opportunity to rebuild relationships with their fellow men. 

Women understand intuitively that food has tremendous 
emotional importance, and perhaps this is why most dieti- 
tians are women. Men tend to rebel against too scientific an 
approach to the pleasant things of life! One dietitian told 
me, “I am in this business because I enjoy good food.” 
While this was, of course, true, she was also in her particu- 
lar line of work because she knew, consciously or uncon- 
sciously, that her well-cooked, well-planned meals gave her 
and those she served more than health and pleasure. They 
gave emotional satisfactions as well. 

Food also has its religious and cultural meanings to some 
of our patients. We speak of special medical diets—but how 
many hospitals ever think in terms of “special emotional 
diets.” Certain foods are distasteful to certain individuals. 
and it is a wise mother who never attempts to force distaste- 
ful food upon a child. Today. with the cafeteria coming 
more and more into vogue in mental hospitals, there is no 
reason to force distasteful foods upon our patients. At least 
they can have some limited choices; and surely to violate a 
man’s taste in food is to interfere with one of his basic 
human rights—the right to decide what he shall put into his 
own stomach! 

However, by special emotional diets I really mean some- 
thing quite specific—and that is the fact that patients of 
minority religious groups should not be forced to accept 
foods which are, from the point of view of the rituals of 
their religion, improperly prepared, or forbidden on cer- 
tain days of the week or the year. We would not allow salt 
to a heart-patient on a low sodium diet; we would shudder 
to think of giving a diebetic a high carbohydrate diet. Yet 


daily in our mental hospitals. the deepest religious feelings 
and sense of right and wrong of our patients may be vio- 
lated. It is not much to ask—that a certain proportion of 
modified diets be available for those of special religious per- 
suasions—and it may well make the difference between 
mental health and mental illness. Why should the unhappy 
patient have an added load of guilt forced upon him by 
thoughtlessness and lack of imagination? It is not fanciful 
to say that the future of a human being, his ability to return 
to the community, may to some extent depend upon whether 
his food is not only nourishing, but acceptable to him on 
all levels—personal taste. religious persuasion, and the 
usual requirements of sanitation and decency in serving. 

We cannot, of course, in any institution, fulfill the funda- 
mental human need for the sharing of food cooked and 
served in the happy, kindly atmosphere of a healthy home, 
nor would it be right for us to do so. For the hospital must 
never become a substitute for the home; it is but a step on 
the way. Yet the hospital food, if it is to be emotionally 
as well as physically satisfying and therapeutic. must be sea- 
soned with a measure of love, of giving freely and gladly. 
How can this be done? Perhaps by flowers on the table. 
Perhaps by gay cafeteria curtains at the windows. Certainly 
by shining clean plates and silverware. Hopefully by good 
company in small groups—at tables for four or six people. 
Eating is a personal affair, and in normal life is done in 
small groups. not in great crowds. 

These are the things which say to the patient that he is a 
human being. that he has his dignity, his feelings, his rights, 
and his needs. To the food service people—the dietitians, 
cooks, servers, and washers-up—falls the privilege of satis- 
fying the simplest physical and one of the deepest emotional 
needs of the patients whom we are all trying to serve. 
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RESISTANCE 


To Changing a Psychiatric Ward 


By L. JAMES GROLD, JR., M.D. 


Topeka State Hospital, Kansas 


PSYCHIATRISTS believe a hospital ward's thera- 
peutic effectiveness would be enhanced by group 
therapy. increased patient participation in activities, or 
additional aide training. But when a psychiatrist tries to 
improve his ward, he is often surprised by the aides’, nurses’. 
and patients’ passive resistance and lack of enthusiasm. 

These same problems were encountered by this author 
during his attempts to change ward structure in order to 
make it more therapeutic. To facilitate a discussion of the 
social and psychological modifications of the patients and 
personnel it will be necessary to give a brief description of 
the ward setting. 


The Ward Setting 


This is a state mental hospital ward consisting of 65 male 
patients. They are a heterogeneous, mobile group, who, on 
the average. remain less than a year in the hospital. The 
staff consists of two ward physicians, a nurse, two to four 
aides. and a charge aide. 

The nurse communicates patients’ problems to the ward 
physician by means of a formal, daily meeting, by un- 
scheduled meetings. and by a weekly “team” meeting which 
includes the entire ward staff. In addition, the physician 
communicates with the staff by written orders. 

\ctivities for the patients vary with their level of im- 
provement, capabilities. and degree of interaction with the 
staff. Most of the more active patients have off-ward indus- 
trial assignments. such as hospital maintenance work or 
part-time assignments in the laundry or dining room. 

As might be expected in a ward of this size. there existed 
spontaneous groupings of patients besides a formal ward 
government. These groups consisted of a clique of alcoholics. 
who were drinking buddies before admission to the hospital : 
an adolescent group who appeared to have as its major 
goal the creation of mischief on the ward: and a third 
group. most intimately involved in activities both on and off 
the ward, the reconstituting schizophrenic patients. Finally. 
there were patients who were seclusive and withdrawn and 
who, in spite of the ward organization described above. 
drifted along the peripheries of these other groups. 

This last group of patients attracted my attention because 
of their apathy, inactivity, and lack of identification with any 
group. How, with the limited personnel available, could 
these patients be motivated to develop relationships with 
other patients and staff and give up their self-imposed iso- 
lation? This question initiated the first of many ward 
changes. 
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Ten seclusive patients were selected to constitute a group 
which met one hour a week with the ward physician to dis- 
cuss any problems they desired. In order to carry out a 
daily therapeutic program, the ward physician directed the 
group to elect two patient leaders. The group leaders were 
responsible for collecting the group members at a designated 
time, for obtaining the ground-pass permits from the aides 
for the entire group. and for making certain that the group 
would remain together while on the grounds. The group 
majority decided whether they desired to walk to the can- 
teen, perform calisthenics. or enter into other athletic ac- 
tivities. In addition, all the patients were given appropriate 
industrial assignments which kept them busy for the re- 
mainder of the day. 

During this three-month initial phase, changes occurred 
in both patients and staff. Several indicators of unrest ex- 
isted at this point, such as an increase in patient escapes 
from the ward, increase in tension in all the patients, and an 
increase of complaints from the aides. An attempt was 
made by the author to encourage the aides and the nurse to 
attend the group discussion sessions. This suggestion was 
received reluctantly and without much enthusiasm. How 
much the staff had been disturbed was not recognized until 
much later. 


The Patients’ Reaction 


There was not wholehearted acceptance of this program 
on the patients’ part either. During the earlier sessions they 
needed considerable encouragement to express themselves, 
and seemed uninterested in other members’ problems. This 
lack of participation continued until one day the entire 
group expressed their anger to the ward physician for his 
requiring them to remain together while on their grounds 
pass. They complained that they preferred to be by them- 
selves. “No one likes to be herded around like prisoners.” 

Following this discussion. in which considerable hostility 
was expressed and an almost open rebellion against the au- 
thority of the ward physician was begun. verbal participa- 
tion and interaction in the group increased. One of the most 
obvious results was that formerly withdrawn individuals 
began chatting together and ate at the same dinner tables. 

Profound changes also occurred in the patients elected to 
leadership positions. One of the leaders, overcoming his 
initial fears and reluctance. began to supervise the men with 
the assurance of a trained aide. This was only the first of 
many subsequent changes which resulted in his obtaining a 
job outside the hospital and his eventual discharge. 
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The result. however, was not as satisfactory for another 
leader, who experienced increasing anxiety as he supervised 
the group. He began to dominate the weekly meeting and 
even ordered the aides to follow his wishes. Finally it be- 
came necessary to remove him from this position to avert a 
full-blown psychosis. 

Since the first patient-led group was functioning well. the 
ward physician decided, during the fourth month of the 
project, to organize the remainder of the patients in groups. 
Unfortunately, this additional change was introduced with- 
out sufficient understanding of the far-reaching effects of the 
previous innovation. 

Four groups were created: a group composed of alco- 
holics, a group of adult schizophrenics, and two groups of 
adolescents. These groups were formed in the manner out- 
lined before. with a new addition to the structure of the 
weekly meetings. The patients were told that the group 
could make decisions regarding off-grounds passes, work 
assignments, even discharges, with the retention by the phy- 
sician of a veto to be used only when necessary. 


The Phase of Understanding 


Up to this point the ward physicians were insufficiently 
aware of the significance to the ward staff of the previously 
described changes. A paper that was presented at that time 
to the entire hospital staff describing the changes which had 
occurred on the ward thus far, stimulated new discussions 
with the aides and the nurse. The ward personnel revealed 
that they had never really accepted the program to the ex- 
tent that the changed ward structure could ever become 
autonomous when the physicians left. In spite of the phy- 
sician’s attempts at instruction and education. the aides and 
the nurses professed little understanding of the purposes or 
goals of the program. When an intensive investigation of 
the problem was begun by means of frequent meetings of 
the ward physician with each aide and the nurse, much of 
the disinterest and apathy seen in the ward staff became un- 
derstandable. Within several weeks many pent-up feelings 
were expressed openly in the team meetings. The com- 
plaints varied but certain themes were discernible. 

The aides stated that initially they had discussed the pro- 
gram among themselves and “each had a different idea of 
what the doctor was trying to do.” Many aides felt excluded 
from the program, and their feelings of losing authority and 
being reduced to patient status accounted for some of the 
complaints. One of the more thoughtful aides explained 
the discontent in this manner: “When the patients are 
given responsibility, the aides feel they are on the same 
level as the patients and they no longer can use their posi- 
tions to feel strong and secure.” 

In retrospect. the problems which had been created by al- 
tering the ward were becoming clearer. A provision had 
been made for increasing the patients’ self-esteem by expect- 
ing them to be responsible for decisions concerning others 
and by giving them the opportunity to elect one another to 
positions of authority. These changes created problems for 
the patients, who were given new roles, and for the ward 
staff. who came into conflict in areas of overlapping author- 
ity. At first the patients were upset by having a structure 
imposed upon them which they did not request and had little 
ability to modify. Routine behavioral patterns were dis- 
rupted, creating undesirable tension in those patients not 


able to accept the implications of their new roles. Some of 
the patient-leaders, unsure of their new-found authority, 
began to direct the aides, thereby intensifying the area of 
conflict. The patients, sensing the increased tension between 
the aides and the ward physicians, and the aides and the 
patient-leaders, expressed their anxiety in unauthorized de- 
partures, fights on the ward, and general uncooperativeness. 


Decision-making was given to the patients but not to the 
aides, thus increasing the patients’ self-esteem at the aides’ 
and the nurses’ expense. The punitive, suppréssive measures 
of the past were taken from the aides, as was their aggres- 
sive authoritarian role. Basic fears had necessitated their 
maintenance of distance from patients who, to’ quote one 
aide, “needed to be treated with authority.” The necessary 
defenses of the aides had been removed and nothing had 
been offered to replace them. 

As a result of the knowledge gained from this period of 
reflection the ward was reorganized. The insights under- 
lying the problems of the staff resistance provided impetus 
for changes, which this time were discussed and worked 
through with the aides and the nurse. Modifications sug- 
gested by the staff were utilized whenever possible during 
the final three months. 

Three types of changes were indicated. These included 
establishing more effective channels of communication, bol- 
stering the aides’ and nurses’ self-esteem, and also attempt- 
ing to create a feeling that the aides and the nurse were an 
integral part of the program. After considerable discussion 
with the ward staff, a plan was agreed upon. Any requests 
the patients might make for privileges, passes, or work as- 
signments had to be expressed in the weekly group meeting 
for discussion as before. However, if the patient group 
granted the request. then the recommendation was noted in 
a book by an aide who would attend each meeting. The 
patients’ recommendation would be passed on to the ward 
nurse. The next morning the ward nurse would meet with 
both ward physicians to discuss any requests made the pre- 
vious day. The final decision to confirm or deny a request 
would be made at that time. If a difference of opinion ex- 
isted between the staff and the patient group (which hap- 
pened infrequently after this plan was put into effect). the 
patient in question would be seen by the ward physician and 
a suitable explanation given for refusing his request. 


The Results 


The results were dramatic once the aides ceased testing 
whether the physician would rely on their judgments con- 
cerning patients’ activities. One aide expressed his senti- 
ments thus: “It looks as if we now have a voice in ward 
matters.” Another aide requested that he be allowed to meet 
on his own with the adult schizophrenic group occasionally 
when the patients desired. 

As the discussion phase continued, the reduction in ward 
tension manifested itself in a decrease in patient fights and 
escapes, and a general increase in aide enthusiasm and par- 
ticipation in the program. 

What was learned in this nine-month period has been suc- 
cinctly stated by F. Redlich in W. Caudill’s book, The Psy- 
chiatric Hospital as a Small Society. “The rule (of a hos- 
pital ward’s deficiencies) is not rushing into frantic activity 
and total push therapy but a thoughtful analysis of the hos- 
pital social system and a clarification of roles.” xk 
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_ SERVING TABLE with the large dinner plates near 
one end is set up close to the entrance. The flower 
arrangements of marigolds and daisies compliment the gold 
and silver hued dishes and bowls which glisten against solid 
yellow or white tablecloths. Relishes, salads, cold meats, 
rolls, and a chafing dish of hot sweet potatoes are set to 
greet the guests. Many come alone, some are escorted, 
others manage with canes, and even those in wheel chairs 
maneuver into the dining area—one hundred and fifty in 
all. It’s “Smorgasbord” time at DeWitt State Hospital. 

The realization of this and other similar events has been 
an outgrowth of plans and experiments by DeWitt’s dietary 
department. Since there are so many long-term patients 
who have undergone traumatic or strange experiences, there 
is a definite need for appetite stimuli, which can be achieved 
through better use of limited funds, facilities, and personnel. 

With this in mind, the department inaugurated projects 
on a one-ward-at-a-time basis. Box lunches were prepared 
for the noon meals; individual wards scheduled day-long 
picnics; hot dogs, potato salad, etc., were sent to wards for 
outdoor barbecues; and wards were given the portable grill 
to make cheese sandwiches, hamburgers. and steaks. 


From Picnics to Buffets 

From these events, evolved a buffet-type smorgasbord 
which was planned for one ward where the patients were in 
fairly good contact.’ During this trial run, special notice 
was taken of acceptance and reception, amount of help 
and preparation, and details which could be smoothed out. 
Everyone was extremely pleased with the luncheon, and a 
glance at the empty plates was a good indication of a job 
well done—and a tremendous impetus for the next buffet. 

Subsequent smorgasbords were planned for 150 male and 
female patients. Various sized tables, ranging from four to 
eight place settings, and covered with contrasting table- 
cloths, were used to create a gayer atmosphere. Napkin and 
beverage containers and all of the silverware were set prior 
to meal service. Wheel-chair patients and those who were 
unable to carry their own plates were seated at the tables 
first and their meals were served to them. 

The preparation and service of the menu have been 
worked out in fine detail; it is now known which foods are 
especially well received, which are needed for second serv- 
ings, and where to put the prepared items standing in re- 
serve. 

The patients were quite pleased with the buffet table and 


SMORGASBORD MENU | 


Cold Sliced Ham & Pineapple Rings | 
Cold Sliced Prime Rib | 

Glazed Sweet Potatoes | 

Tossed Green Salad & French Dressing | 

Potato Salad | 


Radish Roses Carrot Curls 
Sliced Tomatoes Green Onions 


Stuffed Celery Sticks 


Rolls * Butter * Beverage 
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FOOD FOR 


It's 
Smorsgasbord 
Time 


By EVELYN MAR 
Food Administrator | 
DeW itt State Hospital 
Auburn, California 


all the color and display of foods, and they were especially 
intrigued with the chafing dish. All the supervisors and 
technicians assigned as escorts cooperated to the fullest in 
helping to serve, feed, and cut up food for the patients. 

The following is a brief report from the assistant super- 
intendent of nursing services. “Taking into consideration 
any and all projects instituted by food services, this smorgas- 
bord has been one of their most successful and enjoyable 
functions. All of us in the nursing service hope to see many, 
many more such activities. Any observer would have noted 
the happy expressions on the patients’ faces and would have 
readily seen how much they enjoyed every minute of it. 
Their plates evidenced the fact that the food was well ac- 
cepted, and one phase that was particularly enjoyed and 
commented on by the patients was that they were invited and 
encouraged to come back for ‘seconds’ on any foods they 
desired. First, they hesitantly did so, and then the barrier 
was down, and some returned for ‘thirds.’ Most noteworthy 
was that some patients who required assistance in feeding 
in the ward dining room, did noi require any assistance in 
feeding at the smorgasbord!” 

Reports from food service personnel indicate that they 
have been stopped repeatedly by patients who express their 
enjoyment of the last smorgasbord and ask, “When are you 
planning another one?” xk 
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THOUGHT 


The 
Fat Men’s 
Club 


By MARY ALICE DAVIS 
Dietitian, VA Hospital 
Lyons, N. J. 


S$ PART of an over-all educational program in the fields 
Nei nutrition and diet therapy, a group of overweight pa- 
tients at the Lyons VA Hospital was organized into a “Fat 
Men’s Club.” These men were taught the dietary restrictions 
necessary for weight control and were closely supervised and 
encouraged by the dietitian in their selection of the proper 
foods at mealtimes. A Dietetic Treatment Card was devel- 
oped to record pertinent personal data and progress, and the 
patients were given an opportunity during nutrition sessions 
to discuss their weight problems and diet restrictions and 
to compare weight losses with other club members. This 
group with common objectives and problems, and with moti- 
vation supplied through competition, demonstrated positive 
results in weight loss over a given period of time. 

The success of this group and the entire nutrition and diet 
therapy course demonstrates very well the importance of the 
team concept in the treatment of psychiatric patients. The 
medical, nursing, psychology, physical medicine, and reha- 
bilitation and recreation services combined their efforts with 
those of the dietetic service to provide the patients with im- 
portant information to improve their well-being. 

Teaching is individual, formal and informal. It is one of 
the most important parts of this program. The dietitian 
contacts the patient at his bedside, in ward dayrooms, and 
in dining areas. She presents normal nutrition and its rela- 


tion to total well-being, as well as modified dietary regimens, 
their objectives and restrictions. Careful observation during 
meal service has enabled the dietitian to correct any faulty 
food habits by assisting the patients in selecting a well 
balanced diet. 


Course Content 


Classes are conducted in ward conference rooms and edu- 
cational therapy classrooms and have included sessions on 
Basic Four Food Groups, Weight Reduction Through Diet, 
Food Nutrients, Food Selection, Adequate Breakfasts, and 
Modified Diets. In order that non-privileged and non-ambu- 
latory patients can also receive instruction, informal group 
sessions are held in ward dayrooms and diningrooms. 

Patient participation is encouraged through the use of 
direct questions, soliciting opinions, and allowing the pa- 
tients to write on the blackboard. Visual aids, such as films, 
posters, pictures, booklets, handouts, and food models are 
also used. Colorful posters serve as conversation pieces. 
For instance, one poster was displayed showing two break- 
fasts, one adequate, the other doughnuts and coffee. The 
large caption, “WHICH BREAKFAST DO YOU EAT?” in- 
vited much discussion. Booklets and leaflets such as Waist- 
lines, Food for Fitness, A Good Breakfast for a Good Mern- 
ing, Eat and Grow Slim, and Map Your Meals are distributed 
to the patients. A display showing the Basic Four Food 
Groups was placed in the patients’ dining area. Approxi- 
mately 50 per cent of the patients looked at the display, 
picked up the food models, and asked questions. 

In implementing a program of nutrition education for the 
neuropsychiatric patient, it is important that the dietitian 
understand some basic facts about mental illness. She should 
realize that the psychotic patient is one who has lost contact 
with reality and has moved into a world of strange ideas and 
fantasies. She should have a knowledge of the symptoms 
associated with various psychoses — withdrawal, lack of 
interest, hallucinations, deep depression, etc. Such infor- 
mation is essential if her patient program is going to be 
effective. 


The Dietitian and the Patient 


After acquainting herself with the characteristics of men- 
tal illness, the dietitian should consider her relationship with 
the patient. She should introduce herself to him and ex- 
plain her purpose in talking with him. She should treat the 
patient as a normal human being, showing neither fear nor 
a patronizing attitude toward him. Her manner should be 
attentive but impersonal. If the patient asks a personal ques- 
tion, he should be given a direct answer, but his interest 
should be immediately diverted. Terminology above the com- 
prehension of the patient must never be used, and the dieti- 
tian should not write while talking with any patient. In 
addition, she should realize that not all patients can be 
talked to at any given time. Those who do not respond or 
who appear tense should be conversed with at another time. 
Sessions should not be held beyond the attention span of 
the patient. 

This program has been challenging to the dietetic pro- 
fessional staff, and our experience has proven that nutrition 
and diet therapy can be effectively taught to the neuropsy- 
chiatric patient, and that he will derive both physical and 
psychological benefit from it. wk 
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USES OF THE PAST 


The Open Door Philosophy 


“I could not have szen so far had I not stood upon 
the shoulders of giants.” Isaac Newton 


Although the dynamics of history are always difficult and 
often obscure, it is both interesting and important to trace 
the origin and growth of the open door philosophy. One of 
the many results of the Renaissance, of the Reformation and 
the Counter Reformation, was a renewed preoccupation 
with the nature and the dignity of man. By the beginning 
of the 18th Century, and following upon great advances in 
the study of the anatomy and physiology of the brain, a few 
enlightened persons came to regard mental illness as a dis- 
ease to be treated by the physician, rather than by the priest. 
Under the influence of great waves of liberalism that were 
beginning to sweep Europe, attention was focused for the 
first time on social and environmental factors. Those who 
suffered from mental illness were regarded as normal people 
who had lost their reason as a result of exposure to severe 
psychological and social stresses. These stresses were called 
“moral causes” of insanity, and “moral treatment” aimed at 
as Dr. T. P. Rees says, “relieving the patient by friendly 
association, internal discussion of his difficulties, and the 
daily pursuit of purposeful activity—in other words social 
therapy, individual therapy. and occupational therapy.” 

At the height of the upheavals which unfortunately char- 
acterized the end of the 18th Century, something very sig- 
nificant in the history of psychiatry took place. In 1794, one 
year after he had watched with horror the execution of Louis 
XVI, Phillipe Pinel was appointed chief at the Salpétriére— 
the Paris asylum for women. Within two years—and un- 
doubtedly influenced by that great slogan of the Revolution. 
“Man is born free but everywhere he is in chains” — he was 
able to remove the chains that bound the insane both at that 
hospital and at the Bicétre, the Paris asylum for men. 


The concept of “moral treatment” mentioned above 
reached a zenith between 1820-1860. In 1837, the year of 
Queen Victoria’s accession to the British throne, the super- 
intendent of Creighton Royal Mental Hospital said. “There is 
in this community no compulsion, no whips, no continual 
chastisement, simply because these are less effectual means 
of carrying any point than persuasion, emulation, and the 
desire of obtaining gratification.” 

During the latter half of the 19th Century, however. the 
care and attention afforded to the insane declined and 
reached a new low level in the first and second decades of 
the 20th Century. It is not quite clear how this misfortune 
came about; there are many factors to be considered, each of 
which is worthy of close attention if history is not to be re- 
peated. These were the years in which materialism tri- 
umphed—it was an age of colonial expansion and rapid in- 
dustrialization, but there was little concern about man or the 
dignity of man. Medicine allowed itself to be influenced 
mainly by Darwin and the cellular pathology of Virchow. In 
psychiatry the idea was fostered that insanity was inherent 
and due to irreversible structural changes. A feeling of 
helplessness affected all mental asylums, and as the spirit of 
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therapeutic nihilism grew, so did the size of mental hospitals. 
In this dark period it was felt that the interests of society 
were best served by segregating the mentally ill as cheaply 
as possible so that they did not reproduce themselves. 

To cite T. P. Rees again, the modern concept of “moral 
treatment” may be said to date from 1928 when a group of 
medical superintendents from England paid a visit to certain 
Dutch mental hospitals—and returned astonished by what 
they had seen. The Dutch mental hospitals were a hive of 
activity; even the advanced schizophrenics were hard at work 
and enjoyed a measure of freedom undreamt of in England. 
The traditional Dutch concern about, and preoccupation 
with, freedom of thought and of the person were especially 
evident in the field of mental health. 

Even though the full import of this experience was not at 
once understood, the next ten years brought rapid growth in 
the field of psychiatry. The various forms of shock treat- 
ment became available—first cardiazol, then insulin, finally 
electroplexy — and were tried within the mental hospitals. 
Meanwhile, at the Maudsley Hospital in London. Mapother 
was gathering around him a small group of physicians who 
had had diverse but intensive training in general medicine, 
and who were about to begin a tenacious attack on mental 
illness through the media of “physical methods” of treat- 
ment. Just before the outbreak of World War II it was 
obvious that in many mental hospitals the oppressive at- 
mosphere of defeatism was beginning to lift. 

During the war, physicians from mental hospitals. who 
had often become as isolated as the patients for whom they 
cared, were thrust into the outside world and challenged by 
mental illness in young adults who had broken under the 
stress of combat. The physical methods of treatment were 
tried on a large scale and under conditions which. a few 
years previously, their protagonists would have considered 
impossible. New and improved electronic apparatus became 
available for study of the complex electrical activities in the 
brain. Group psychotherapy was used extensively after the 
war. So it was inevitable that these psychiatrists who had 
seen active service should return to the mental hospitals de- 
termined to change the whole pre-war concept of therapeutic 
despondency. Concern with social reform was reflected im- 
mediately by a new humanism in the mental hospitals. In 
this atmosphere it was only natural that the open door phi- 
losophy and the return to moral treatment should flourish. 
The climate became even more favorable as soon as new 
and very powerful ataractic drugs appeared on the market. 

In North America the concept of democracy has deep 
emotional roots and is not just another political creed or 
faith. Under these circumstances it is only natural and fit- 
ting that close attention should have been paid during the 
past 10 years to moral treatment and the open-door philoso- 
phy. There are many hospitals where this philosophy has 
been exploited with courage and vision, where results have 
been more than encouraging. and where the way ahead is 
both clear and bright. Nevertheless, it is appropriate to re- 
member some of the lessons that can be learned by reflec- 
tions from the past. I]t would indeed be the greatest tragedy 
if materialism, the false interests of economy, business effi- 
ciency, and lack of humanism were the occasion for a return 
to the attitude of mind and the type of mental asylum that 
existed less than 50 vears ago. 


J. E. Gilbert, M.D. 
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An Interim Report 


on Open Hospitals 


By C. P. SEAGER, M.B., B.Ch., D.P.M. 
Clinical Research Associate* 
Department of Psychiatry 
State University of lowa, lowa City 


— PSYCHIATRISTS have been congratulating them- 
selves on the effectiveness of a new approach to 
chronic psychiatric illness—the Open Door Policy. Patients 
are no longer kept behind locks and bars; it is no longer 
necessary to subscribe to the hypocrisy of calling them pa- 
tients while treating them as prisoners. As a result there has 
been a change in the attitude of both patients and staff, as 
well as in the attitudes of those people who are outside the 
mental hospitals. 

There are, however, two features of this new approach 
which are not generally recognized. First. it is not new. 
Several articles have described the situation in mental hos- 
pitals at the middle of the 19th century. Charles Dickens. 
who visited the United States in 1842, described life in a 
mental hospital in Boston. He pointed out that patients had 
complete freedom and were entrusted with the tools of their 
trade. They héld their own meetings and formed their own 
societies. at which difficulties were rare. 

The second obscure feature arises out of the first. It is 
that the need for this change in attitude is largely iatro- 
genic: that is, it has been brought about by the physicians 
themselves, who have allowed institutionalization to develop 
because they have not been aware of the needs of their hos- 
pitalized patients. 

We used to believe that the spectacle of 50 to 100 patients, 
all wearing identical hospital clothes. all looking the same. 
standing about or shambling around an airing court. was the 
product of mental illness, and, since the illness was incur- 
able. nothing could be done about it except to keep the pa- 
tients in some comfort until they died. We have now had 
the experience of seeing what changes are brought about in 
normal people as a result of herding them together and 
destroying their individuality. When one saw, after the war. 
gruesome pictures of the concentration camps, then one saw 
the further stages in the process of destruction of the indi- 
vidual. I am not suggesting that our mental hospitals have 
been run like concentration camps, but I do think that this 
example forcibly illustrates the point that it is not the mental 
illness as such which brings about some of the changes 
which have been seen in the chronic psychiatric patient. 


*The author is a Fulbright grantee in the U. S. on leave 
of absence from the Bristol Mental Hospital, England, where 
he is an assistant psychiatrist. 


in Great Britain 


In recent years attention has been focused on the patient 
as an individual, and in this article I should like to de- 
scribe some of the changes which have occurred in my own 
and other hospitals in Britain to discourage institutionaliza- 
tion and to prevent the continued accumulation of large 
groups of patients—a situation which has, in the past. 
militated against all efforts devoted to concern for the indi- 
vidual patient. 

Renewed interest in long-stay patients has paralleled the 
introduction of the tranquilizing drugs, which have almost 
certainly smoothed the path to the open door. They have 
made the more disturbed patients easier to manage. and 
without their help it is probable that the changes would 
have been greatly retarded. if not halted. 


Preparing the Staff 


Opening the doors of a hospital is not simply a question 
of somebody going around one morning and flinging them 
all open. The essential is a change of outlook in the staff. 
Doctors, nurses, and administrators have to be prepared for 
the situation, and many discussions must be held to antici- 
pate the problems which could arise, and to lessen the in- 
evitable anxiety. Some of the doubts concerning absconders 
and suicidal attempts can be set at rest. When the doors 
are first opened, there is usually an increase in the number 
of patients who run away, but if regular absconders are 
gathered into small groups and kept occupied, the number 
drops. Suicidal attempts are unlikely to be an additional 
problem, since the patients with acute illnesses are treated 
as soon as possible and are kept under observation till 
considered improved, while the long-stay patient who in 
the past attempted suicide was as often as not a parole 
patient. 

The patients, too, have to be prepared. It must be recog- 
nized that the closed doors of the ward have served a defi- 
nite purpose for many patients. They represent security and 
protection, and their opening may be taken as an attack on 
this state of safety which has been maintained for many 
years. The analogy of alcoholism or drug addiction is help- 
ful in this connection. In many cases the drug is a useful 
anxiety-subjugator, on which the patient depends for his 
comfort. However, it brings in its train so many disadvan- 
tages that the patient has to understand that it has only an 
immediate satisfaction, while other methods of relief would 
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have long-term value. Similarly, the patient may feel safe 
behind his locked door but he pays the price of his liberty 
and freedom of action. He must be shown that it is not al- 
ways necessary to pay this price. and that there may be 
other methods of improving his sense of security without 
limiting his liberty. 

Even with advance planning, it is usually not feasible to 
open all the doors of a hospital at one time. However. many 
psychiatrists who have worked in open-ward hospitals be- 
lieve that the full practical value of the open wards cannot 
be obtained until there are no locked wards to which the 
patients may be afraid of being sent as punishment. Others 
recognize that certain groups of patients, in particular the 
elderly ones with chronic brain syndromes, may have to be 
locked in to prevent their wandering away and coming to 
some harm. In any case. the usual practice is to open wards 
gradually, starting. of course. with those that house the 
best behaved patients. 

A very important part of the open-door policy is the em- 
phasis on individuality. Every patient must have his own 
clothes, a bed, a locker, a chair. He should also have his 
own role in the ward and should be given a responsibility 
which he recognizes as his own and which other patients 
recognize as his. 


Occupational Rehabilitation 


While these efforts are being made to give the patient 
more independence and develop him as a personality. it is 
also necessary to occupy him in a meaningful manner. It 
has always been the policy of the mental hospitals to employ 
the less disturbed patients on routine, menial tasks. For this 
they receive extra privileges. Many hospitals are now mak- 
ing efforts to train patients for this work. It is no longer a 
question of keeping back the best patients for these jobs. 
but rather of encouraging the deteriorated ones by incor- 
porating them in small teams to take a share. 

A more active approach to the problem is named Indus- 
trial Therapy. Contracts are obtained by the hospital to 
carry out light assembly work from a nearby factory. As- 
sembling ball-point pens or television antennas has been 
found suitable. The factory pays the usual economic rate 
for the job and the patient is paid a proportion of this. Up 
to now his earnings have been limited by Ministry of Health 
regulations, which require a contribution by the patient to- 
wards his hospital keep if he earns more than a fixed small 
sum. The patient soon realizes when to limit his output to 
an economic level. The aim of industrial therapy is not 
merely to occupy the patient nor even to provide him with 
extra money. It is an effort to rehabilitate him and get him 
out of the hospital and into the industrial world. He is en- 
couraged to look after his own money and to seek employ- 
ment, and is assisted with this when he runs into any diff- 
culties. 

A step forward, or perhaps. more accurately, a step side- 
ways, is the establishment of the day-hospital for psychotic 
patients. It is reasonable to assume that if patients are im- 
proved by treating them in the hospital as individual per- 
sons, then there is an even greater chance of improvement if 
they are allowed to live outside the hospital and thus have 
the added responsibility of living in the community. Real- 
istically. however, many patients cannot participate in com- 
munity life during the whole twenty-four hours. and would 


22 


normally require a relative to stay with them. As an alterna- 
tive. we have arranged in Bristol to run a day hospital for 
psychotic patients. While the main purpose of this is a con- 
tinuation of the rehabilitation program by industrial ther- 
apy. it also serves the purpose of providing a sheltered en- 
vironment for those psychotic patients who are living at 
home during the evening and night but come into the hos- 
pital during the day. This is an aid to the relatives. and is, 
in addition, an effective means of combating the dread dis- 
ease of the large hospital, institutionalization. 


The Big Picture 


It is important to remember that the open door. occupa- 
tional rehabilitation, and individualization of the patient are 
all manifestations of a larger concept, that of the thera- 
peutic community. A World Health Organization mono- 
graph (1953) is devoted to this concept. It holds that the 
primary defect that brings a person to a mental hospital is 
desocialization, a breaking of the links with the society 
around him. It is the degree to which these contacts have 
broken down, rather than the patient’s actual overt symp- 
toms, which determines whether he remains in the hospital. 
The psychotic process cuts a patient off. but it is only one 
of the factors which maintain the desocialization. The func- 
tion of the mental hospital should therefore be to modify 
this condition. This is done partly by suppressing the symp- 
toms of the psychosis, partly by rearranging the patient’s 
external environment, but most of all by changing his meth- 
od of social interaction by giving him a period of training 
in a special community where he can learn new ways of 
reacting. Certain principles are emphasized in the handling 
of patients and the management of the hospital. As has 
been mentioned, the patient’s individuality must be pre- 
served and he must be trusted as far as possible. He should 
have as much responsibility for his own life as is reason- 
able, and should be active, with a full program of work. 
Hostility must be met with patience, violence with sym- 
pathy. childishness with understanding. 

The practice of the therapeutic community is based on the 
idea that it is not only (or particularly) the physicians who 
cure the patient but that all those who are in contact with 
him have an effect on his behavior. He responds to the at- 
mosphere around him. If it is calm and peaceful, the pa- 
tient is at ease; if it is torn by argument and dissatisfaction. 
the patient is disturbed. Since he lacks the controls of so- 
ciety, the patient tends to act out his disturbance by vio- 
lence. incontinence, and other evidence of his “dis-ease.” 


The Community 


What is occurring inside the hospital is also spreading 
outside. Patients are entering into the community and. 
as a result, the public is becoming more aware of the fact 
that these are people as well as patients. Such groups as the 
“Friends of Such-and-Such Hospital” are springing up all 
over the country and are performing valuable service in 
looking after those patients who would otherwise be unable 
to get out of the hospital, either because they have no rela- 
tives or because of some infirmity. 

Hospitals are opening their doors “inward” as well as 
“outward.” They are inviting the community in, not as pa- 
tients but as visitors. Garden parties and open days are in- 
creasingly common. It is perhaps a reflection on the situa- 
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ilafon 


perphenazine 


in psychoses and chronic neuroses... 
enhances therapeutic ‘acceptance’ 
accelerates therapeutic response 


a phenothiazine with the 
differences that count 


in psychiatric therapy Trilafon 


perphenazine 


“In contrast to earlier phenothiazine derivatives, which cause sedation, psychomotor retardation, 
increased appetite and excessive weight gain...[TRILAFON] [ordinarily does] not produce trouble- 
some sedation or psychomotor retardation in these patients.”* 

Available for psychiatric use as Tablets, Injection, Liquid Concentrate. Consult Schering literature for 
indications, dosage and administration, precautions and contraindications. 


* Ayd, J., Jr.: New England J. Med. 2617:172, 1959. 


tion in | 
sidered 
nurses i 
of what 
that mai 
rational. 
the sam 

Becau 
been pc 
Health 
the hos; 
minimu: 
tary” ac 
compar: 
pital foi 

The 
committ 
interest: 
ment o 
will nov 
decide 
ill to re 
Many d 
advisab 
remains 
tice. L 
the nun 
patients 
years 
been ac 
example 
patients 
were vc 
1951. a 
is expet 
admissi 
ligible. 

I hav 
changes 
in the | 
change 
part of 
a gradu 
with ot 


introdu 
difficult 


attribut 


approac 
ever. th 
the ben 
stay pa 

It on 
erance 
too har 
patients 
strange 
neither 
general 
one is 
obliged 
of an 1 
that a 


\ 
— : 


tion in which psychiatry has found itself, that it is also con- 
sidered necessary to invite non-psychiatric physicians and 
nurses into the mental hospitals. Many of them had no idea 
of what went on behind the doors and were amazed to find 
that many psychiatric patients look quite normal and behave 
rationally. (1 think that some were also surprised to find 
the same of their psychiatric colleagues! ) 

Because of the change of attitude in Great Britain it has 
been possible to bring out in Parliament a new Mental 
Health Act, which encourages the admission of patients to 
the hospital without formality. Under the new act. even the 
minimum legal restrictions previously imposed in “volun- 
tary” admissions will be removed, and the situation will be 
comparable to going into a general hos- 


hospital only when he can no longer be tolerated by those 
outside; and he can be discharged again when behavior re- 
turns within the tolerable limits. Different societies have 
different tolerances and what they will stand can be altered 
by education or by new modes of treatment and care, which 
serve as guarantees of their security. The patient need not 
be free of psychotic symptoms for early discharge. It is 
sufficient that his behavior conform to society's minimum 
demand. It is not whether he hears voices that is the test 
but rather what he does about them. The success of the 
open door policy, therefore, in the long run, depends on 
public tolerance, which it is the duty of the medical pro- 
fession to foster. 


pital for treatment of a peptic ulcer. 
The act also removes the stigma of 
committal by a magistrate. Where the 
interests of the patient require enforce- 
ment of treatment, the responsibility 
will now lie with the doctors, who must 
decide whether a patient is sufficiently 
ill to require restraint for his own good. 
Many doubts have been voiced as to the 
advisability of this procedure, and it 
remains to be seen how it works in prac- 
tice. Under the previous regulations, 
the number of certified, or committed. 
patients dropped drastically in the thirty 
years or so that voluntary patients have 
been accepted in mental hospitals. For 
example, in 1939, 40 per cent of the 
patients at the hospital where I worked 
were voluntary patients, 70 per cent in 


1951, and over 90 per cent in 1958. It 


is expected that the number of enforced’ 


admissions will continue to be neg- 
ligible. 

I have tried to offer some idea of the 
changes which have been brought about 
in the mental hospitals in Britain by a 
change in policy and outlook on the 
part of the staff. This change has been 
a gradual one and it has been associated 
with other changes; for example, the 
introduction of the tranquilizers. It is 
difficult to know just how much to 
attribute to the various new lines of 
approach. There is little doubt, how- 
ever. that the ultimate result has been to 
the benefit of the majority of the long- 
stay patients. 

It only remains to warn that the tol- 
erance of society must not be pressed 
too hard. We must recognize that some 
patients are, to the lay person, odd and 
strange, and they inspire fear. It helps 
neither the individual patient nor the 
general body of patients if an unsuitable 
one is cast into the community and is 
obliged to suffer the rebuffs or taunts 
of an unwilling society. The facts are 
that a person is sent into a mental 
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erifil tablets 


A new study' of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DeRIFIL Tablets, “... fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “*...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....”” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), DeRiFIL Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 

Supplied in bottles of 30 and 100, and in jars of 1000. 


Samples and literature available on request. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 
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Feecrearion: 


By EMANUEL J. JACOBS 
Director of Recreation 
Philadelphia State Hospital 


Pennsylvania 


A Job For Everyone 


ECREATION is a basic human need and an important 

R step toward the recovery and resocialization of the 
mental patient. In view of the vast job to be done in this 
area, recreation workers often decry their shortage of num- 
bers, failing to recognize the help and cooperation available 
elsewhere in the hospital. Indeed, with a constantly chang- 
ing budget picture and a shortage of professional recreation 
personnel, there is a need for everyone to get into the act. 

A recreation staff limits itself greatly if it does not bring 
into play the invaluable assistance that can be rendered by 
members of the various other treatment disciplines, as well 
as by the patients themselves. Of course such help should 
be voluntary and should be under the direct supervision of 
a professional leader who will not lose sight of the main 
objective—to assist the doctor in getting his patients well 
and back into the community as soon as possible. 

In expanding a recreation program into other areas of the 
hospital function, and in soliciting the necessary help to do 
so, where does the recreation leader look and what does he 
look for? 

\ good source of potential help is the volunteer, who 
comes to the hospital to aid the patient but is often not quite 
sure just how she can best accomplish it. Recreation is one 
of the techniques which make it possible for the volunteer 
to reach and maintain contact with the patient. Through 
such activities as serving refreshments at social and folk 
dance activities, conducting musical games and community 
sings. leading a hobby club, or using a special skill in any 
way that will be helpful, a trained volunteer can become 
invaluable. She represents the outside world and brings 
the community spirit directly to the patient. With her smile 
and genuine interest, she adds the personal touch of friend- 
ship, care, and comfort so often helpful in speeding recovery. 

\ides form another group who can furnish a great deal 
of assistance. They spend more time with the patient in a 
personal way than any other staff member. In the evenings 
especially. when they are often alone with the patients, the 
aides can be very helpful, by motivating and engaging them 
in worthwhile recreational activities. The alert aide, who 
has observed the various activities led by professional rec- 
reation personnel on the ward, should not find it too difficult 
to repeat some of them in the evenings when he is alone 
with his patients. In so doing, he will simplify his job, make 
it more interesting, and bring much satisfaction to the 
patients. 

An important potential which should never be overlooked 
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is the patient who possesses qualities of leadership. How- 
ever, before such a patient can be actively enrolled as a 
leader-assistant, he must be ready for it. It is important 
that the recreation leader know as much as possible about 
him and about his capabilities and limitations as well as his 
interests and the goals set by his doctor. Then he can be 
given the opportunity to assist in the planning and execution 
of the program under the careful guidance of the profes- 
sional leader. 


More Recruitment Sources 


Another good source to draw on is the student nurse, 
who comes to the hospital to learn as part of her training 
experience in psychiatric nursing. Her training will be 
more meaningful if, after a period of observation, she 
becomes involved in some of the ancillary service activities, 
including recreation. By her presence and understanding, 
the student nurse can raise the patients’ morale and help 
to set up a favorable milieu, especially at dances and social 
activities. She can also assist by providing leadership in a 
variety of games, sports, and group as well as individual 
activities. In so doing, she adds to her talents and personal 
satisfaction, and eventually returns to her parent hospital 
with a far richer background. 

The college student often brings fresh ideas which can be 
utilized effectively in a recreation program. If arrange- 
ments can be worked out satisfactorily with local colleges, 
for students specializing in recreation to do their field work 
in the hospital, this can be of mutual benefit to all concerned. 
It tends to raise standards and provide a pool of well- 
trained applicants for hospital work in the future. We must 
try to make recreation leadership attractive to bright, en- 
thusiastic young people. 

Many of the other disciplines and departments are quite 
essential to the effective operation of recreation activities. 
For example, the nursing department and aides on the wards 
cooperate with scheduling, making facilities available. and 
helping to have the patients ready for activities on and off 
the ward. The engineering department assists by construct- 
ing play areas, sports and auxiliary equipment, and making 
repairs so that the patients have safe, adequate recreation 
facilities. This includes services by the carpenter, electri- 
cian, blacksmith, ete. 

The garage provides transportation for taking patients 
to different activity areas. The industrial therapy depart- 
ment is very helpful in supplying machine-rolled cigarettes 
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produced by worker-patients. ‘hese cigarettes are valuable 
to patients and are often used as prizes at bingo, quizzes, 
miscellaneous games, and sports activities. 

The accountant sometimes plays a major role in the 
disbursement of funds for patient activities and has con- 
siderable influence on how these and other patient funds 
will be spent. Along with the superintendent and assistant 
superintendent he can be an ally to the recreation program 
if he believes that recreation equipment for which funds 
are provided is being used wisely to fill specific needs. 

The farmer can explain the various types of shrubs and 
trees to interested recreation staff members, who in turn can 
teach the patients to identify them as they take walks around 
the grounds. Sometimes the farmer can make new areas 
available for softball, volleyball, etc., and his aid may also 
he enlisted to cut grass and maintain outdoor recreation 
spots, such as the ball fields and picnic grounds. 

The dietary department reinforces recreation activities by 
providing refreshments, utensils, and ice for special func- 
tions, and the housekeeping department assists in keeping 
all areas clean and conducive to a wholesome environment. 

The effective scheduling of recreational activities requires 
the cooperation and assistance of many people. However, 
this is achieved not by demand, but rather by consultations 
and cooperative planning in setting up the schedule and 
considering the personnel and other factors involved. 

With such a wonderful corps of potential assistants to 
supplement regular staff, the question now arises—how to 
integrate their services successfully? First, it is important 
to delineate the specific recreation needs in the individual 
hospital. The plan can be discussed with the superintendent, 
clinical directors, doctors in charge of services, director of 
nurses, head psychologist, and other significant personnel. 
After the recreation needs are established the problem 
might be tackled as follows: 

1. Provide an opportunity for the volunteer. aide, student 
nurse, and others regularly assigned to a given area to 


participate in the patients’ recreational activities. These 
people can help considerably in motivating patients to take 
part in the program merely by becoming part of it them- 
selves. 

2. Conduct a training course in practical recreation skills 
in areas where recreation leadership is most needed and 
desired. Interested personnel in these areas should be en- 
couraged to take the course, which ought to be given right 
in the building or service without taking people off their 
jobs to participate. The course would delineate the specific 
recreation needs of the patients and the problems peculiar 
to each area, and would emphasize the importance of rec- 
reation in the ward situation. 

The inception, leadership, direction, and coordination for 
such a course would naturally fall to the recreation director 
or the individual responsible for administering the recrea- 
tion program. Details would have to be worked out accord- 
ing to the local situation. The course could consider the 
specific types of patients involved; appropriate activities to 
satisfy their needs, interests, and levels of performance; 
personnel; equipment; the best time for activities; and any 
special problems. Necessary equipment and materials would 
be provided by the recreation department. 

In order for the project to be effective, it would have to 
be developed and guided constantly, pooling the resources 
of the recreation staff with the imagination, talents, and 
experience of the corps of helpful assistants. The project 
would continue with regular training sessions. Stress would 
be laid upon the importance of interpersonal relationships 
and personal satisfaction for the patients, rather than upon 
the activities themselves. 

It is quite evident that the recreation leader alone, with 
all his recreation skills, can never provide a panacea for 
the total hospital morale program. However, by encourag- 
ing and providing opportunities for others to participate, 
he can embellish the recreation program and raise its stand- 
ards of achievement. ake 


DR. OVERHOLSER HONORED 


The President’s Award for Distinguished Federal Civil- 
ian Service, the highest honor the country can give its 
career civil servants, was presented on March 8 at the White 
House to Dr. Winfred Overholser, Superintendent of St. 
Elizabeths Hospital, Washington, D. C. President Eisen- 
hower is shown presenting the citation which commended 
Dr. Overholser for “profound and far-reaching contribu- 
tions in the field of mental health.” 


Dr. Overholser has been superintendent of St. Eliza- 
beths since 1937. He is a Past-President of the American 
Psychiatric Association and is Chief Consultant of the Men- 
tal Hospital Service. He served on the faculty of the Bos- 
ton University Medical School from 1925 to 1934, and of 
the George Washington University School of Medicine from 
1938 to the present. The award was also made to four 
other outstanding Government employees at the White 
House ceremonies. This is the third year the awards have 
been made under the Government Employees Incentive 
Awards Act of 1954, 
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DAILY 
DRUG DOSAGES 
SAVE STAFF TIME 


By J. Y. LARA, M.D., Chief of Male Services 
and DAVID T. WELLS, M.D., Resident in Psychiatry 
Austin State Hospital, Texas 


HE MAJORITY of state mental institutions are still ex- 
personnel shortages, especially among 
ward staff. Because of this we continually strive to shorten 
the time required for routine ward duties so that these em- 
ployees can spend more of their time with individual pa- 
tients, where it will do the most good. 

In an effort to further conserve ward personnel time at 
our hospital, we recently investigated the possibility of ad- 
ministering many drugs on a less frequent dosage. In sur- 
veying the literature we found that one 2.000-bed mental 
hospital saved 3,720 nursing minutes a day—the equivalent 
of 12 full-time nurses—by changing its schedule of psychi- 
atric medication to a once-daily basis. 

Realizing the potential of such a program, we set about 
deciding which drugs could be tried on this basis in our 
hospital. Many of our drugs, such as laxatives, some vita- 
mins, some antibiotics, etc., were already being given on a 
daily schedule. In addition, we had been administering 
diphenylhydantoin (Dilantin) and similar anticonvulsants 
on a once-daily basis for some time with good results. Since 
our hospital is for the mentally ill and the majority of drugs 
given are neuropsychiatric ones, it was obvious that reduc- 
ing the dosage frequency of these particular drugs would 
offer the maximum time-savings for us. 

We felt that the phenothiazine derivatives were cumulative 
enough in effect to be given daily. We have repeatedly 
confirmed the observation that the changes in EEG due to 
these compounds persist for about 10 days following dis- 
continuation of the drugs. In addition, there is evidence that 
the breakdown products of the phenothiazine compounds 
are excreted for days after stopping the drugs. It has been 
noted also that the clinical benefits of these drugs persist. 
even for months after their discontinuation. It is signifi- 
cant to point out that these results were obtained using the 
plain forms of the phenothiazine compounds and not the 
much publicized “sustained release” or “prolonged action” 
forms. 

It was our opinion that most other ataractics could also 
be given on this basis, especially those similar in action to 
the phenothiazine compounds. It was not our aim, of course, 
to put all medication on a once-daily basis. There are many 
drugs, such as ulcer medication, some antihypertensive 
drugs, antipyretics, and some antibiotics and sulfonamides, 
which must be given in divided doses. However, these 
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drugs are at a minimum of usage in mental hospitals. In 
some cases, medication for initial therapy in disturbed pa- 
tients should be given in divided doses until improvement is 
noted or maintenance levels are reached. 


We hoped that, aside from saving much-needed time, the 
once-daily dosage of neuropsychiatric drugs would have the 
following additional advantages: (1) It would help remove 
some of the patient’s feeling of dependency on multiple drug 
dosages. (2) The individual patient would not have to re- 
turn to his ward at such frequent intervals, thus allowing 
him more time at his job, recreation, O.T., etc. (3) It would 
benefit patients who have returned to their homes. ( Multiple 
daytime medication is often inconvenient or embarrassing 
to use—or forgotten altogether—especially when the pa- 
tient is at work.) (4) It would reduce expenses, since drugs 
of large single doses are frequently less expensive than the 
same dosage divided into smaller amounts. 

Bedtime was selected as the optimal time for the daily 
drug administration period because: (a) This would pre- 
sumably decrease the amount of bedtime sedation required. 
(b) It would be easier for ward personnel to give the drugs 
because ward activities would be at a standstill. (c) Other 
hospital activities are closed down, so that the vast majority 
of patients are on the ward at this time. including those 
patients who have been visiting or working off the hospital 
grounds during the day. (d) Side effects. such as postural 
hypotension, occasionally encountered with the phenothia- 
zine compounds, would occur at the least objectionable time. 

To start the program, the patients on one 24-bed receiv- 
ing and intensive treatment unit were given single nightly 
dosages of medications which had previously been given to 
them in separate doses during the day. All ataractics were 
given on this basis, as well as the routine medications for 
alcoholic intoxication, which include vitamins and _anti- 
convulsants. 

Observation by the physicians, nurses, and attendants for 
a period of ten days showed that a great deal of time was 
saved and ward morale was improved. Also the patients 
rested much better at night without bedtime sedation, and 
there was no increase in daytime restlessness. 


Practice Spreads Throughout Hospital 


Following this period of observation, another unit of sim- 
ilar size was added to the program with correspondingly 
good results. Eve-tually, the entire male receiving and in- 
tensive treatment section of 192 beds was included. Results 
continued to be good, so the program was fully discussed 
in an open staff meeting. Afterward, the entire hospital. 
with rare exception, was placed on the program, which has 
now been in effect for approximately a year. We continue 
to feel it is highly successful with only an occasional patient 
seeming to derive more benefit from divided smaller dosages. 
We have extended the program to our outpatient department 
where patients continue to do well and come regularly to 
their appointments. 

It is our impression that a straight statistical study of this 
program would be extremely difficult because a person's 
tranquility, happiness, amount of rest, and morale are difh- 
cult to ascertain quantitatively. However, it is obvious to us 
that the individual patient has gained a great deal from this 
change in dosage, and that this program should be consid- 
ered by other institutions with personnel shortages. *** 
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Exchange Training 


By PAUL W. PENNINGROTH, Ph.D. 
Assistant Director for Mental Health 
Southern Regional Education Board 
Atlanta, Georgia 


— TWO YEARS AGO, an inservice exchange training 
grant program was started as a two-year demonstra- 
tion project by the Southern Regional Education Board's 
mental health program. 

Financed by the National Institute of Mental Health, the 
grant program enables employees of mental hospitals or of 
schools for the mentally retarded in the southern region to 
visit any other treatment facility in the nation for an inten- 
sive period of study. Grants up to $500, to cover transpor- 
tation, room, and board, are awarded for visits up to four 
weeks in length. 

A total of 229 grants have been awarded since the pro- 
gram began on June 1, 1958, and diversity has been the key- 
note in their distribution. Grantees from all corners of the 
region represent nearly the whole spectrum of hospital oc- 
cupations. Their interests, widely varied, have led them to 
all parts of this country as well as to Canada, and the knowl- 
edge and insight they have brought back with them has been 
applied in numerous ways. 

As Table I indicates, all but one of the 15 states support- 
ing the SREB mental health program have received one or 
more grants. Twenty or more grants were awarded to per- 
sonnel in five of these states. 


TABLE I 
Distribution of Grants in States 
North Carolina 46 Maryland 10 
Oklahoma 20 Alabama 
West Virginia Mississippi 1 


The wide distribution of grants among the states is 
matched by an equally wide distribution among the mental 
hospitals and schools for the retarded in the region. Grants 
were awarded to 164 people in 36 of the 50 state hospitals 
in the region, and to 65 individuals in 16 of the 21 schools 
for the retarded . 

The diversity of major occupational categories is shown 
in Table Il. If the grantees’ occupations had been arranged 
by job title, the list would have included more than 50 
classifications. For example, the term “physician” as used 
in the table includes hospital superintendents, clinical direc- 
tors, ward physicians and administrators, attending or staff 


in the South 


physicians, directors of research programs, chiefs of medi- 
cal services, and clinical or administrative psychiatrists. 

In most instances, the grantee’s occupation determined the 
type of activity he studied—in other words, the dietitian 
generally chose to observe another hospital’s food managing 
techniques—but in some cases, grants were awarded to teams 
of individuals who wanted to study an entire program in 
order to introduce it into their own hospitals. 

For example, teams of personnel from two hospitals made 
visits to get a better idea of how to set up a unit for emo- 
tionally disturbed children. A team of four superintendents 


TABLE Il 

Distribution of Grantees by Major Occupational Field 
Physicians 8 
296 Music Therapists 5 
Attendants. Aides... 22.-- Attendant Supervisors... 4 
Psychologists 17 Cottage Directors 2 

and Industrial Therapists 16 Vocational Counselors _____ 2 
14 Volunteer Coordinators 2 
Food Service Managers... 9 Director of Research... 1 
Recreation Workers 1 


and four business managers visited another state to study 
methods of record keeping. Several teams have studied 
the planning of an open door program. 

Still other patterns of interest have emerged. Grantees 
have made visits to observe admission procedures, occupa- 
tional therapy, operant behavior programs, chaplaincy train- 
ing and religious programs, music therapy, attendant train- 
ing, food management, the organization of volunteer serv- 
ices, methods of drug research and a great many other 
procedures. 

Where have they traveled to seek new and better ways of 
doing their jobs? In all, recipients of grants have visited 
34 states, the District of Columbia, and Canada, but more 
than one-fourth visited a hospital or school in the south. 
The length of these visits has ranged from a few days to the 
maximum of four weeks. There were even instances of 
longer visits, with the grantees financing the extra cost them- 
selves. But the average length of the visits has been 12 days, 
and the average amount awarded, $230. 

The application procedure was made as simple as possible. 
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Briefly, it involves getting clearance from the applicant’s 
own hospital and the one he plans to visit. The applicant 
then writes a letter describing the purpose of his visit, the 
costs involved, and the arrangement made with the receiving 
hospital. The letter is sent to the SREB via the hospital 
superintendent and the state commissioner of mental health 
or equivalent person in the applicant’s state. If the applica- 
tion is in order, it is usually acted upon in one or two days. 


Built-in Evaluation 


How beneficial is this form of inservice training? The 
answer should emerge from the evaluation procedure which 
is built into the program. First, the grantee makes a brief 
report of his visit immediately after his return to his own 
hospital. Six months later, a more detailed evaluation of 
the visit is requested from the grantee and from his immedi- 
ate supervisor, asking for an account of both tangible and 
intangible changes which can be credited to the visit. 

A conference in May, 1960, will be the final step in the 
evaluation plan. At that time, an analysis of all the reports 
will be presented to hospital superintendents, members of 


the Southern Regional Council on Mental Health Training 
and Research (advisory to SREB), and other interested in- 
dividuals. 

Besides studying the value of this program, the conference 
will consider the desirability of state efforts to continue 
similar types of inservice training after the demonstration 
project has ended. 

The reports received thus far lead to some optimistic con- 
clusions about the value of these experiences, and indicate 
that this method of learning is more worthwhile than is 
generally recognized. Some immediate benefits are already 
apparent. For instance, two dentists received grants to per- 
mit them to study better methods of restoring and construct- 
ing dentures. As a result of the procedures they learned in 
this two-week visit (at a cost of $520) they are now able to 
make complete sets of dentures for patients for only about 
$8 each, a saving of almost $40 over the previous cost. 

Many similar examples of dollars and cents benefits could 
be given, but the real significance of the program—its con- 
tribution to better patient care—is probably even more 
satisfying. 


THE MENTALLY RETARDED PSYCHOTIC 


T IS OFTEN DIFFICULT to recognize whether or not a 

| psychosis exists in a mentally retarded patient because 

his “natural” behavior frequently resembles the psychotic 

behavior of a patient with normal intelligence. As a result, 

records made on these patients at industrial schools, re- 

formatories, and prisons are frequently misleading and con- 
fusing. 

Negative EEG tracings and the absence of abnormal 
neurological findings do not completely rule out the possi- 
bility that neurological damage may exist in retarded 
patients. There are abnormalities which current diagnostic 
procedures cannot detect, but one can’t just assume that 
these abnormalities do exist. However, symptoms such as 
agitation, depression, withdrawal, autism, hallucinations, or 
delusions are typical manifestations of psychosis, and when 
they exist in the retarded patient one should suspect that a 
psychosis may also exist. Certainly a psychosis should be 
suspected in a patient who is a “head-beater” or self-muti- 
lator, whether or not he manifests other psychotic behavior 
patterns. Psychosis should be suspected in all chronically 
disturbed, mentally retarded patients. 

Before attempting to manage the patient’s behavioral or 
emotional problems, the physician should treat any and all 
existing medical problems the patient may have. Epilepsy 
should be controlled with appropriate analeptic agents. Con- 
genital cardiovascular conditions and chronic bacterial or 
viral infections should be carefully diagnosed and treated. 
The treatment of amebiasis is particularly important. Since 
most of the mentally retarded have poor eating habits and 
are notoriously neglectful of personal hygiene, amebiasis 
is often endemic in areas where these patients form a large 
part of the population. The danger lies in the fact that 
amebiasis not only simulates other diseases, but debilitates 
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to the point where the sufferer becomes prone to other 
conditions, 

After such conditions are adequately treated, the psy- 
chiatrist can begin treating the patient’s mental and emo- 
tional problems. True, it is extremely difficult, if not impos- 
sible, to communicate with mentally retarded patients who 
exhibit psychotic symptoms, yet chemotherapeutic agents 
may be used to control these symptoms, no matter what 
their cause. When the patient is provided with round-the- 
clock quiescence and emotional tranquility, and when his 
apprehensions, fears, and insecurities are abated, his ab- 
normal mental and emotional patterns may be changed. In 
my own experience, Compazine Spansule capsules and the 
more potent Stelazine and Trilafon are virtually unchal- 
lenged in providing therapeutic effectiveness with a mini- 
mum of side reactions. The side reactions that do occur— 
akathisia, Parkinson-like symptoms, and other extrapyrami- 
dal signs—are easily controlled with Pagitane. Artane, or 
Cogentin. 

At the Orient State Institute we studied Compazine Span- 
sule capsules, and Trilafon and Stelazine tablets and injec- 
tions in 323 “hopeless” patients—unmanageable, regressed 
patients considered completely untrainable. About 90 per 
cent of these patients responded dramatically to one or 
another of the drugs. Not all of these responded quickly. 
Sometimes results were not apparent until after several 
months of treatment, but by then these so-called “hopeless” 
patients were able to participate in recreational, occupa- 
tional, or industrial group therapy. Through this combina- 
tion of drug and group therapy, many of these patients can 
now lead a more enjoyable and more meaningful life. 

Jaime Smith-e-Incas, M.D. 
Orient State Institute, Ohio 
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LEVELS TREATMENT 


HERE ARE at least three distinct levels of psychiatric 

T treatment for patients in a state mental hospital. They 
are determined primarily by the physician-to-patient ratio 
and the rate of new admissions in a given hospital, because 
these factors control to a great extent the amount of time a 
doctor can give to an individual patient. By recognizing 
these levels and the limits imposed by them, hospital super- 
intendents can make more realistic evaluations of how much 
and what type of treatment they can offer patients. 

Level | is possible on an intensive treatment service if the 
physician-to-patient ratio is 1 to 30. In order to function at 
this level the physician must be psychiatrically qualified or 
must be a resident in psychiatry. It should be possible for 
him to work up one new admission a week with a complete 
psychiatric examination, including an adequate dynamic 
formulation of the psychiatric problem plus a carefully 
planned, individualized treatment program for the patient. 

The physician will probably have daily contact with his 
patient, regardless of whether he sees him in a formal 
psychotherapeutic setting. The physician can be aware of 
all phases of his patient’s treatment program. Planning con- 
ferences for each new patient, conferences with ward per- 
sonnel, and follow-up conferences are also possible. This 
level of patient care cannot be maintained if the patient load 
per physician exceeds 30 and the admission rate exceeds 
one per week. This quality of psychiatric treatment is prob- 
ably necessary if a residency program is to be sustained. 

Level II is possible with a physician-to-patient ratio of 
1 to 150 or less. In this case it will still be feasible for the 
physician to plan a treatment program, to have a general 
idea of his patient’s activities in the hospital, and to hold 
planning conferences and ward conferences, but he will no 
longer be able to follow the progress of his patient on a 
day-to-day basis. Instead of being a therapist for each 
individual patient, the physician functions in a more ad- 
ministrative role—evaluating the progress of his patient 
periodically, supervising his total therapeutic program, and 
arranging for his discharge. 

In practice, specific treatment will be carried out by per- 
sonnel who have close contact with the patient: ward at- 
tendants, occupational and recreation personnel, the psy- 
chologist, and occasionally the social worker. If the num- 
ber of new admissions exceeds one per week, the physician 
may be unable to do a complete psychiatric examination 
adequately. Emphasis will be on a good mental status 
examination and progress notes at fixed intervals. It is 
desirable that the physician be psychiatrically qualified at 
this level. 

This level of treatment is most suitable for the continued 
treatment services. Although the physician cannot provide 
the type of psychiatric treatment possible at the first level, 
much good work can be done, even with acutely ill patients, 
if the service is organized realistically. 


By ROBERT M. EDWALDS, M.D. 
Director, Out-Patient Clinic, and 
Residency Training Coordinator 
Galesburg State Research Hospital, Ill. 


The quality of psychiatric treatment drops to Level //1 
when the patient load per physician exceeds 150 and the 
number of new admissions exceeds two per week. At this 
level, adequate psychiatric treatment for the acutely ill 
patient is virtually impossible. The physician should be 
able to do a reasonably good mental status examination on 
a new patient but it is not likely that he will be able to plan 
an adequate individualized treatment program. 

As the patient load per physician approaches 400, there 
is almost no psychiatric treatment of any kind as far as the 
physician is concerned. The level of operation will be that 
of custodial care. The services of a psychiatrically trained 
physician are not required, since the physician will be 
taking care of physical illnesses, writing routine orders, and 
doing perfunctory paper work. Few, if any, trained psy- 
chiatrists are willing to work at this level. The ward 
physician functions as a glorified first-aid man and clerk. 
Since very little psychiatric treatment is possible for the 
majority of patients, the physician at Level III may have 
considerably less work to do than does the physician at 
Level I or Level II. Apathy and low morale are commonly 
observed when the patient load per physician exceeds 150. 


Implications for Hospitals 


Unfortunately, it is much easier to go down the various 
levels of psychiatric treatment than it is to go up from 
one level to another. If the hospital loses part of its medical 
staff, and each remaining physician has more patients under 
his care, the level of psychiatric treatment will drop auto- 
matically. On the other hand, the level of psychiatric 
treatment does not rise automatically because more physi- 
cians are added to the staff. Unless the hospital can acquire 
psychiatrically trained physicians and reorganize the struc- 
ture of its patient-care services, the result of adding more 
staff will be increased leisure time for each physician, with 
very little improvement in the quality of treatment. 

Before it asks for more physicians, the hospital should 
be prepared to make the difficult shift to a higher level of 
psychiatric treatment. Many state hospitals are unable to 
do more than improve treatment at Level III, for example, 
by shifting the physician-to-patient ratio from around 1-400 
to 1-200. It is useless for such hospitals to ask for more 
ward physicians beyond the 1-200 ratio unless psychiatrically 
qualified physicians can be obtained. 

The fact that it is much easier to go down rather than 
up should be impressed upon the responsible governing 
agencies. No hospital can afford to coast on its reputation. 
An improved level of psychiatric treatment will be main- 
tained only so long as an adequate number of psychiatrically 
qualified physicians are kept in the hospital. Wishing will 
not prevent a drop in the level of psychiatric treatment if 
an adequate ward physician-to-patient ratio is not main- 
tained. xk k 
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in depression...positive 


but PLEASE NOT PRESCRIBE 


the cautions and provisions for the use of this drug can be 
consistently applied to the management of your patients. 
see We make this request now because our surveys indicate that 


in approximately 50 per cent of patients, prescribed dosage 
of CATRON is higher than recommended or prescriptions are not limited to amounts small enough 
to insure frequent return of the patient for observation. Also, in some instances, therapy was 


unduly prolonged. 


CATRON has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But 
because of the nature of MAO inhibitor therapy, your attention is directed to the extensive and 
useful instructions prominently displayed in our literature on CATRON, and repeated below. 


HOW TO USE CATRON: 


CATRON is a monoamine oxidase (MAO) inhibitor 
useful in the treatment of depression and of other 
disorders indicated below. It is recommended for use 
in carefully selected cases and in those patients who 
have not responded to the milder drugs. 
ADMINISTRATION AND DOSAGE: 


Dosage of CATRON must be individualized according 
to each patient’s response. The initial daily dose 
should not exceed 12 mg. and should be reduced as 
soon as the desired clinical effect is obtained. A 
single daily dose in the morning is recommended. 
A continuous or interrupted schedule may be used, 
the latter during the maintenance period. 


DEPRESSION (Endogenous, Reactive, Postpartum, 
Involutional, and Depression Secondary to Schizo- 
phrenic or Neurotic Reaction): initially, 12 mg. once 
daily for approximately 2 weeks, or less if improve- 
ment appears. Dosage is then reduced to 6 mg. daily. 
As improvement continues, maintenance dosage of 
6 mg. every other day or 3 mg. daily often proves 
satisfactory. An interrupted dose schedule is recom- 
mended for long-term therapy. 


ANGINA PECTORIS: 3 to 6 mg. daily in most cases. 
Relief of pain and elevation of mood may be dra- 
matic. Victims of angina pectoris who respond in 
this manner should be cautioned against overexer- 
tion induced by their sense of well-being. 


RHEUMATOID ARTHRITIS (Adjunctive Therapy—in 


severely disabling forms, particularly when accom- 
panied by depression): 9 to 12 mg. daily for 3 days, 
then 6 mg. daily, reducing further to 3 mg. daily on 
signs of improvement. If a conventional antiarthritic 
agent is used, lower doses of each are indicated. 
CAUTION: 


Certain circumstances should be watched carefully 
when using CATRON. 


DRUG POTENTIATION-—The list of drugs which 
CATRON potentiates is not yet complete. Hence, cau- 
tion should be exercised when combining CATRON 
with any other drugs such as tranquilizers, pheno- 
thiazines, the amphetamines, barbiturates, and hypo- 
tensive agents. 


HYPOTENSIVE EFFECT —Patients receiving CATRON, 
but especially elderly and hypertensive patients, 
should be warned about the possibility of orthostatic 
hypotension during the initial period of higher dos- 
age. In the few instances where this may occur, low- 
ering of the dose will usually permit continuation of 
therapy. 


VISUAL DISTURBANCES-A reversible red-green 
color defect has been reported in a few patients, 
chiefly hypertensive, on extended therapy with 
CATRON. Discontinue the drug if such changes 
occur. In a few instances, at unusually high dosage, 
or where the drug was administered following color 
disturbances, diminished visual acuity occurred 
which may be partially irreversible. 
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ANIMALS, NEUROLOGIC SIGNS—!In toxicity studies 
with animals a neurologic syndrome has been 
observed, characterized by tremors, muscle rigidity 
and difficulty in locomotion. Animals displaying this 
visible neurologic syndrome after prolonged paren- 
teral administration usually disclosed a neurologic 
lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessa- 
tion of the drug. No lesions were found after oral 
administration. Although extensive clinical experi- 
ence has not shown such reactions to be a problem 
in humans in recommended dosage, should a simi- 
lar neurologic disturbance occur, the possibility of 
drug action should be considered. 


SIDE EFFECTS—Maijor side effects requiring cessa- 
tion of therapy are infrequent. Other side effects— 
constipation, delay in starting micturition, increased 
sweating, hyperreflexia, ankle edema, blurring of 
vision, dryness of the mouth—are usually readily 
controlled by lowering the dosage. Rash, observed 
in a few patients, cleared up rapidly upon discontin- 
uing therapy. 


WARNING: Although pharmacologic evidence indi- 
cates that CATRON has a selectivity for the brain, 
it, as well as other monoamine oxidase inhibitors, 
may cause hepatitis. Because of the possibility of 
this life-threatening hepatitis, and of the other effects 
discussed above, the following recommendations and 
precautions should be observed. If necessary, the 
patient should be hospitalized to expedite adher- 
ence to this regimen. 


The Following Precautions Are Recommended: 

1. Do not use the drug in patients with a history of 
viral hepatitis or other liver abnormalities. 

2. Perform regular liver function tests. 

3. In all instances daily dose should not exceed 12 mg. 


atron 


pheniprazine hydrochloride 


4. Reduce daily dose as soon as response is estab- 
lished, usually in a matter of 1 to 2 weeks. 

5. Do not prescribe to a patient more than sixteen 
6 mg. tablets or thirty-two 3 mg. tablets of CATRON 
at one time. 

6. Patient should return for observation before addi- 
tional CATRON is prescribed. For this reason, pre- 
scriptions for CATRON should be marked, “Not 
refillable.” 

SUPPLIED: CATRON is the original brand of pheni- 
prazine hydrochloride. It is supplied in tablets of 
3 mg. and 6 mg,, bottles of 50. 


BIBLIOGRAPHY: 

(1) Agin, H. V.: The Use of JB-516 (CATRON) in Psychiatry, Con- 
ference on Amine Oxidase Inhibitors, New York Academy of 
Sciences, Nov. 20-22, 1958. (2) Bercel, N. A.: A Pharmacologic 
Approach to the Study of the Mind, Springfield, Ill., Charlies C 
Thomas, 1959, p. 331. (3) Kinross-Wright, J.: Panel Discussion 
of Psychic Energizers, ibid. (4) Kinross-Wright, J.: Experience with 
JB-516 (CATRON) and Other Psychochemicals in Clinical Practice, 
Conference on Amine Oxidase Inhibitors, New York Academy of 
Sciences, Nov. 20-22, 1958. (5) Horita, A., and Parker, R. G.: Com- 
parison of Monoamine Oxidase Inhibitory Effects of Iproniazid 
and Its Phenyl Congener, Proc. Soc. Exper. Biol. & Med. 99:617, 
1958. (6) Horita, A.: Beta-Phenylisopropylhydrazine: A Monoamine 
Oxidase Inhibitor, Fed. Proc. 17:379, 1958. (7) Horita, A.: The 
Pharmacology of the Monoamine Oxidase Inhibitors, in A Phar- 
macologic Approach to the Study of the Mind, Springfield, Ill., 
Charles C Thomas, 1959, p. 271. (8) Kennamer, R., and Prinz- 
metal, M.: Treatment of Angina Pectoris with CATRON (JB-516), 
Am. J. Cardiol. 3:542, 1959. (9) Scherbel, A. L., and Harrison, J. W.: 
The Effects of iproniazid and Some Other Amine Oxidase Inhib- 
itors in Rheumatoid Arthritis, Conference of Amine Oxidase In- 
hibitors, New York Academy of Sciences, Nov. 20-22, 1958. 
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BUSINESS MANAGERS IN THE MAKING 


N 1949 CARO STATE HOSPITAL inaugurated a Manage- 
lie Training Program for men who have completed 
their academic work and have indicated their intention to 
seek careers in mental health business administration—re- 
ferred to here as the “residency” program. Following in the 
footsteps of the first, a second program was begun in 1954, 
this time for men enrolled in undergraduate or graduate 
courses leading to degrees in fields of either industrial or 
governmental administration—thus the “student” program. 
In the years that both programs have been in operation. 
twenty-seven individuals have participated. Nineteen of these 
have finished school, and of this number only one had pre- 
viously considered hospital administration as a career. Out 
of the nineteen, eleven are now in hospital management, ten 
of them in Michigan mental health agencies. The two pro- 
grams now have official departmental status, granted by the 
State Department of Mental Health in 1956, at which time 
they were also made available to all Michigan mental hos- 
pitals, 


The Resident Program 


Although the two programs parallel each other rather 
closely, they must be viewed separately for purposes of de- 
scription. In order for an individual to be considered for 
the two-year residency program, he must follow certain basic 
steps. 

First, he must take a state-wide Civil Service written test, 
given in the late winter to applicants who have finished col- 
lege or who will receive a Bachelor’s or Master’s Degree by 
the end of the following August. Then he is interviewed by 
a Civil Service Interview Board, usually made up of repre- 
sentatives from Civil Service, the Department of Mental 
Health, the university, industry, and other agencies inter- 
ested in trainees. This is followed by an interview with a 
committee made up of the assistant director, personnel officer, 
and finance officer of the State Department of Mental Health, 
together with three or four interested state mental hospital 
business executives. This committee then decides which can- 
didates will be offered positions and to which hospitals they 
will be assigned. The candidate is invited to visit his as- 
signed hospital, and if he is married or about to be, his wife 
or fiancee is expected to visit the hospital and its vicinity. 
This phase involves a minimum of one day but may re- 
quire more than one visit. Hopefully there will then be a 
definite offer of employment. 

The selected resident’s first year is one of orientation to 
the hospital’s total operation. He rotates through and par- 
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Steward 
Caro State Hospital, Michigan 


ticipates in the activities of six major business areas, and 
observes all activities, including clinical ones. This is a 
continuous process throughout the two years. However, 
during the first few weeks, emphasis is on the purpose and 
objectives of the hospital, history and traditions, organiza- 
tion, social structure, the community, interdepartmental re- 
lations, interpersonal relations, public relations, state gov- 
ernment, and state government organization. Also during 
these first weeks, the resident has his initial contact with the 
hospital’s major activities or divisions, which, in our case, 
number about twenty-four (office of the superintendent. 
medical records, pathology, recreational therapy, social 
service, nursing services, etc.). He is encouraged or, if 
necessary, directed to return to these departments several 
times during his tenure, for consultation with the department 
heads and observation of activities, so that he may under- 
stand how each supports the hospital's total program. It is 
important that he learn to respect the problems that others 
face and the attitudes of those whose experiences are differ- 
ent from his. In his own field of training, the resident par- 
ticipates in six business administration areas: (1) Pur- 
chasing and Stores, (2) Accounting, (3) Personnel, (4) 
Plant Maintenance and Utilities, (5) Food Service. (6) 
Housekeeping. The time spent in each varies from two or 
three weeks to three months depending upon previous 
training and experience, and a special project must be com- 
pleted in one of these areas. In addition, each resident must 
demonstrate his ability to exercise line authority and direct 
the work of others. This is often accomplished by having 
him temporarily fill a supervisory vacancy. 

During his first year the resident is also expected to par- 
ticipate in a series of activities including conducting classes 
under the inservice training program; using and practicing 
public relations; visiting central administrative agencies at 
the State Capitol (Civil Service, Budgeting, Purchasing, Ac- 
counting, and Building divisions) and conducting some 
hospital business with at least one of them; visiting other 
mental hospitals in connection with actual interagency busi- 
ness; and attending and actively participating in confer- 
ences with department heads, not only in the hospital, but 
also away from it. 

At the end of his first year, he must pass a Civil Service 
examination based on four areas of his own choosing from 
the six through which he has rotated. At this point it is a 
case of up or out. He either receives an increase in salary 
or is separated from the program. 

In the second year, the emphasis is on effective acceptance 
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of responsibility. This means specialization in one or two 
major business areas, one at a time. Projects become more 
complex. The trainee is now definitely placed in a position 
of line authority for part of the time. Meanwhile in his 
staff capacity he must keep informed of the hospital’s total 
operation. If he is successful in this second phase of his 
training, the resident will probably be recruited into a per- 
manent position in the Department of Mental Health before 
the end of the year. 


The Student Program 


The student program is conducted in the summer and is 
of ten or twelve weeks’ duration. No examination is needed, 
as Civil Service requirements are satisfied by academic 
status, and only the hospital, the student, and the college are 
involved in selection and programming. 

To date, students have come to us from the University of 
Michigan, Michigan State University, Michigan Institute of 
Mining and Technology, University of Florida, Pennsylvania 
State University, Massachusetts Institute of Technology, 
and Harvard University. As in the residency program, 
emphasis is on orientation to the hospital and the commu- 
nity, education regarding mental hospitals, and participa- 
tion in activities. The approach, however, is more person- 
alized in that each student’s activities are planned on an 
individual basis, with consideration taken of his apparent 
level of maturity, personal interest, aptitude, academic pro- 
gram, and the immediate needs of the hospital. 

Each student is assigned one or more projects, which 
lead to the improvement of some activity. The projects 
require initiative, independent thinking, communication 
skill, and the development of effective working relationships 
with associates. For example, students have examined the 
functions and activities of supervisory vacancies and pro- 
posed new supervisory positions, filled the positions for a 
month in order to work out the “bugs,” and then helped 
select and train the permanent employees. They have made 
studies of such activities as laundry production, and assisted 
in predicting how proposed changes in patient population 
will affect future demand for laundry service. 


Allied Fields of Study 


Opportunities for gaining students to make studies of this 
nature are almost unlimited. However, projects have not 
been confined to the obvious areas of purchasing, ware- 
housing, domestic services, personnel administration, and 
plant maintenance. Because the heads of other divisions 
have asked for them, we have assigned management students 
to social service to write a pamphlet about the activities and 
facilities of the hospital, for distribution to relatives of the 
patients; to industrial therapy to survey patient work as- 
signments and write detailed job descriptions of them; to 
nursing service to assist in budget preparation; and to the 
pharmacy for developing and implementing improved meth- 
ods for the distribution and control of pharmacy supplies. 
In all cases we have used current management problems. 

Some of the students are in academic programs which 
require field experience and a subsequent written report. 
In addition to project reports at the end of the summer, 
each student writes a final report to the hospital, based on 
three questions: 

1. What did you contribute to the hospital? 


2. What did you gain from the experience? 

3. How can the hospital improve its student programs? 

Our association with these students does not terminate at 
the end of the summer. We continue to correspond and we 
visit each other. By these means the student receives the 
satisfaction of knowing what developed because of his proj- 
ect, and he can compare results with predictions. Also, the 
ones who may still be a bit skeptical are finally convinced of 
our sincerity in selecting genuine problems for their study. 
Through these continuing contacts we strengthen our re- 
cruiting position. 

I have passed rapidly over the content of the two pro- 
grams and would like now to say something about the bene- 


fits. 
Who Benefits? 


A mental hospital is an extremely complex organization. 
Personnel vary from manual laborers to the most highly 
trained specialists, engaged in an enormous variety of ac- 
tivities. The physical plant has most of the facilities of any 
community. Thus we have available a laboratory for the 
observation and testing of management theory and _prac- 
tices. By working with people and contributing toward the 
solution of actual operating problems, by working with to- 
day’s problems today and not just reviewing history, the 
trainee gains experience and self-confidence. His associa- 
tion with various disciplines provides him an opportunity 
for vocational sampling and helps him develop an under- 
standing and respect for the viewpoints of others. Upon 
his return to school, courses become more meaningful, and 
better judgment may be exercised in the choice of electives. 
Most important, the student arrives at the hospital in the 
spring with answers and leaves in the fall asking questions! 

The hospital is also benefiting from the programs by ac- 
quiring the kind of young men needed for nonmedical ad- 
ministrative positions. Of the eleven residents we have had 
in ten years, nine are presently in Michigan mental health 
agencies. This includes four currently in the program at 
Caro. Three of these are in the second year and have im- 
portant line responsibilities as assistant division heads in 
purchasing and stores, housekeeping, and plant maintenance. 
Of twenty students who have participated in the summer 
program, twelve have finished school. Of the twelve, seven 
applied for positions in Michigan mental health agencies. 
Two were rejected on the basis of their student record; five 
were employed, three of them at Caro. 

Student projects have also led to economies in operation, 
and many of our regular staff have been stimulated to great- 
er effort. Our relations with universities have been strength- 
ened. Specifically, relations with the college placement bu- 
reaus are more cordial. Students, faculty members, and 
alumni speak favorably about our hospital. This results in 
unsolicited applications for employment. University per- 
sonnel who might not otherwise be informed have become 
interested in our Michigan mental hospitals and are also 
now much more aware of career opportunities in mental 
health agencies. 

Even the students who do not return to us and the resi- 
dents who leave us are not lost. We have in them educated, 
potentially influential citizens much better informed about 
the problems of mental hospitals than they otherwise could 
have been. 
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SOCIAL GROUP WORK 
IN A TREATMENT UNIT 


A student in the field of social work elects his specialty area 
before the end of his first year of postgraduate training. 
Among the careers open to him, social group work is prob- 
ably the least known and understood by his future co- 
workers in the treatment of the mentally ill. Here the 
author describes how the group worker functions as a part 
of the treatment team in a large state hospital. 


1E USE OF social group work, one of the specializa- 

‘Ree of the field of social work, in a mental hospital 
is a relatively new development, and many hospitals may be 
interested in this description of its use in a treatment pro- 
gram, and the kind of services it offers. 

Because of its large size, the 4000-bed Metropolitan State 
Hospital has been divided into four divisions of fifteen to 
twenty wards. Within each of three of these divisions there 
is a treatment unit comprised of “ve or six wards with an 
approximate population of 350 patients each. 

The treatment unit with which this paper is concerned was 
organized in July 1958, and consists of five wards of female 
patients. The unit is administered by a staff psychiatrist, 
who also has direct care of two of the wards. Three resi- 
dent physicians are assigned, and each has the administra- 
tive responsibility for one ward. The residents rotate so 
that there are three new ones every four months. There 
are two caseworkers, one of whom has three wards and the 
other, two. Both of these workers have responsibilities for 
wards other than those in this unit. One psychologist is as- 
signed to do psychological testing and work with some in- 
dividuals and groups. The social group worker is assigned 
full time to this unit, except for conducting an orientation 
group on the female receiving ward three times a week. 
She works primarily with patients from three of the unit 
wards, but may also have a few from time to time from the 
other two wards. 

At present there is one receiving ward for all patients 
who come to the unit. This ward also serves as the maxi- 
mum security ward. All incoming patients are seen by the 
unit staff at “incoming staff” meetings, where their course 
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of treatment is discussed and planned. This staffing helps 
give continuity and consistency to the patient's treatment 
throughout his hospital stay. 

Another ward is an “open ward,” and is designated as 
the one to which most of the patients will go before leaving 
the hospital. This ward has minimal controls, and each 
patient is given a chance here to exercise maximum respon- 
sibility for himself. The other three wards are ones through 
which a patient may progress as he improves during his 
course of treatment. Movement through the unit gives him 
a sense of advancement, and sets up goals which the patient 
knows he must attain before he is well enough to leave. 


Areas of Operation 


The wards on which the group worker spends the majority 
of her time are the unit receiving ward, the open ward, and 
one of the intermediary wards which cares for patients who 
have been hospitalized for several years and are fairly re- 
gressed. One of her major functions is direct group work 
practice with small continuing groups of patients. 

Initially, six patients from the open ward were brought 
together as a “pre-leave” group, which met twice weekly for 
an hour. Some of the topics discussed were problem situa- 
tions that would have to be faced outside the hospital, prob- 
lems of adjustment in the hospital, feelings about mental ill- 
ness and hospitalization, and feelings about relatives. It 
was found, however, that patients could benefit more from 
this group if they were started in it before they reached 
the open ward, and thus had a longer period of time in the 
group experience. For a while patients were leaving the 
hospital before they had been in the group a month. At 
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present, this group consists of patients from four wards, who 
are in various stages of readiness for leaving the hospital. 
It now has eight members, four of whom are single, two 
married, one divorced, and one widowed. The group is in 
transition from being composed mainly of married _per- 
sons and dealing with marriage difficulties, to one com- 
posed of single persons discussing the problems posed by 
being unmarried. 

Another ongoing group, which was begun with patients 
from the unit receiving ward, is comprised exclusively of 
married women. Patients tend to become members while 
they are still in the more acute phases of illness. Discus- 
sions center primarily around feelings about being in the 
hospital and all the implications that go along with it, and 
around family problems. There is also a great deal of 
reality testing, particularly by patients who still have many 
of their delusions. This group has not had more than eight 
members at any one time. When one participating patient 
leaves the hospital, she is replaced by another, as is true 
with all the groups. 

For a period of four months there was a group composed 
of those patients in the unit who were receiving electroshock 
therapy. All of these patients were afraid of the treatments 
and many of them became confused and regressed during 
the electroshock and for a short while thereafter. The oppor- 
tunity to meet together proved beneficial to them. A strong, 
positive group feeling was developed immediately and the 
patients found mutual support as they discovered that 
others had the same feelings and were affected as they were 
by the treatments. Having the group meet regularly three 
times a week on the days that the treatments were given 
provided reassurance to the patients that they would survive 
and be able to go to a meeting. (Many were afraid they 
would die during the treatments.) This group was discon- 
tinued because there were no more patients receiving electro- 
shock. The members were put into one of the other groups 
if it was felt they could benefit further from group experi- 
ence; others were terminated. 


A Unique Group 


One of the current groups is most unusual. Three deaf 
patients have been assigned to the unit and because the 
group worker has had experience in working with deaf 
persons and is able to communicate with them by sign lan- 
guage and finger spelling, they have been formed into a 
group that meets three times a week. As a result, these three 
patients are beginning to relate to each other and to help 
each other. One patient discusses her delusions and the other 
two question them. One has many ideas of reference about 
all of the rest of the patients on the ward; for example, she 
believes they snub her and do not like her. The others try 
to reassure her. 

Two groups of regressed patients were begun on the ward. 
The worker met with them once a week for a month, at the 
end of which time it was decided to transfer the two groups 
to social group work interns in their second year of field- 
work placement at the hospital. These groups continue to 
be carried by these interns. 

Another major responsibility of the group worker has 
been to conduct the ward meetings on the receiving ward 
and on the ward of regressed patients. At first, the group 
worker also conducted such meetings on the open ward, 


but gradually this ward was able to reach a point where the 
patients selected their own officers to conduct ward business. 

The meetings on the unit receiving ward are held three 
times a week for forty-five minutes. All of the ward staff 
personnel usually attend, although they may or may not par- 
ticipate. These meetings are used to help the patients work 
out the problems that they are encountering in group living, 
plan parties and other events, and discuss questions related 
to mental illness. The group worker functions here to help 
stimulate discussion, to keep the discussion focused on the 
question at hand, and to encourage as large a number of 
persons as possible to participate. 


The Power of Music 


One of the main purposes of the meetings on the ward of 
older, regressed patients is to help these patients come out 
of their withdrawal and become more active. Since the 
majority of patients were unable to communicate verbally 
when the meetings were begun, music was played for part 
of each session. Many of the patients responded to the 
music by physical action such as dancing, swaying in their 
chairs, or changes in facial expressions. Group singing 
was then introduced, with patients being encouraged to help 
lead it. Use of “rhythm instruments” such as toy cymbals, 
maracas, sand blocks, tamborines, etc., has also heen success- 
ful in drawing more patients into activity. After some 
musical or physical activity, a short discussion period is 
held. Patients are encouraged to ask for jobs and ground 
parole. They are also urged to tell about their jobs, relate 
interesting things that have happened, recite poetry, or talk 
about any other subject they choose. The group worker 
takes an active role in asking questions and making com- 
ments which may stimulate discussion. The technicians are 
encouraged to take part also and are increasing their 
participation. These meetings are held twice weekly for 
forty-five minutes. 

At present, the ward staff attend the meetings which are 
held once weekly on the open ward and comment where it 
seems appropriate, but the main responsibility for these 
meetings rests with the ward officers. The focus is on more 
specific ward problems, such as how the clothes room shall 
be kept, why more people do not help with ward chores, 
and how to work out various activity programs. 


A Member of the Team 


In addition to the two major responsibilities of working 
with the small continuing groups and the ward meetings, 
the group worker participates in all unit team meetings and 
in the staff meetings on the three wards where the worker 
is directly involved with the ward meetings. A major con- 
tribution of the group worker at these meetings is to relate 
how individual patients are able to utilize a group experi- 
ence, and what their specific group behavior is. 

Since the organization of the unit in July, the patients on 
the wards have moved to the point where a great deal of 
feeling for the ward group has been developed. They are 
more inclined to take the initiative for doing things, and 
seem better able to be responsible for their actions. More 
of the regressed patients are becoming active and are taking 
an interest in ward activities. It is felt that group work per- 
formed in the unit as part of the total team function has 
helped the movement of the ward groups. xk 
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SQUIBB ANNOUNCES 


once day 
dosage for 
the psychiatric 
patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1:2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.!3 Less common effects have been hypotension,’ drowsi- 
ness,> agitation,” restlessness,4 and anorexia.® Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.25:6 ‘prouixiw is squiae TRADEMARK 


SQUIBB 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 


Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. ‘ . 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. Squibb Quality— 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 : 

(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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| in 8 out of 10 patients a: 
Complete Control of 


Grand Mal Seizures 
with 


wide margin of safety — 


_ Composite Results of 20 Clinical Studies 


- Type of Number of | Completely | 50-90% <50% 
Seizure Patients Controlled Improved 
Grand Mal 214 172 (80%) | 15(7%) 27 (13%) 
Psychomotor 29 19 (65%) 10 (35%) 
Focal Jacksonian 19 19 (100%) 
‘Results in 835 had failed to respond success- 
to other anticonvulsants. “Mysoline’’ was added to current — 
medication which, in some cases, was eventually replaced by 
Type of Number of| Completely 50-90% <50% 
Seizure Patients Controlled Improved 
Grand Mal 613 175 (28.5%) | 253 (41.2%)} 185 (30.3%) 
Psychomotor 130 10 (7.7%) 65 (50%) 55 (42.3%) 
Focal Jacksonian 92 14 (15.2%)| 36(39.1%)| 42 (45.7%) 


The dramatic results obtained with ‘‘Mysoline’’ advocate its use as first 
choice of effective and safe therapy in the control of grand mal and 
psychomotor attacks. 


SUPPLIED: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
LITERATURE AND BIBLIOGRAPHY ON REQUEST 
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AYERST LABORATORIES 
New York 16, N.Y. Montreal, Canada 


““Mysoline” is in the United States with Chemical Industries, Ltd. 
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SUMMARIZING 
HOSPITAL 
RECORDS 


By EDWIN O. NIVER, M.D. 


Director of Research and Education 
Mental Health Institute, Clarinda, lowa 


OSPITAL RECORDS in large institutions are a perennial 

H source of discussion. From our training days, most 
of us have a good idea of what ideal records should be, but 
within the limitations of many state hospitals, optimum 
standards are difficult to achieve. Moreover, with more and 
more of the therapy being done by ancillary personnel, 
there is a grave question as to whether the classical and 
cumbersome type of hospital record is practical for all uses. 

About two years ago at the Mental Health Institute in 
Clarinda, we decided to see if a more realistic approach to 
the situation could be made. The basic postulates were 
three: First, each record should be brief enough to be read. 
Second, it should be kept on a current basis. Third, it 
should serve as a means of communication between various 
hospital departments. 

The core of the project was the development of a brief, 
one-third-page summary of all the material in the patient's 
main folder, with the rest of the page left blank for notes. 
When this sheet is filled, a new summary is dictated to in- 
clude the new information. These summaries are made in 
four copies: one to be used by the superintendent and in- 
serted in the main folder when the patient leaves, one for 
the ward chart, one for social service, and one for the re- 
search department for use in getting an over-all picture of 
treatment procedures. Notes from staff meetings and from 
each department are dictated and typed in four copies and 
clipped to the summary sheets to keep the charts up to date. 

To initiate this system, a work sheet (see illustration) 
was prepared. The statistical department filled in the initial 
data on patients currently in the hospital. The sheets were 
then sent out to about 40 different nurses and attendants 
who abstracted pertinent information from all of the hospital 
records. This proved to be a large order, since each folder 
in a hospital is a sort of wastebasket for letters, notes con- 
cerning clothing, monetary transactions, court proceedings, 
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treatment permits, etc., to say nothing of the accumulation 
of years of treatment and behavior reports. We discovered 
that it took 45 minutes to complete each sheet. The ward 
physician approved the final result. The task had one re- 
warding feature in that it helped the ward personnel to get 
a new viewpoint in regard to their patients, and they usually 
found the work quite interesting. But the typing of this 
material proved quite arduous. The 1300 summaries re- 
quired a full-time typist for six months, with some help 
from the typing pool. 

Once the summaries were completed, the first step was 
to put the ward copies in a loose-leaf notebook, with each 
summary facing the patient’s treatment sheet, which records 
the starting date of drugs, the date discontinued, the name 
and manner of dosage, and the reaction. Occasionally, two 
of these treatment sheets accumulate in the book. but usually 
they are retired with a brief comment on the summary sheet 
as to what happened during the period covered. 

Since we have a turnover of nearly a thousand patients a 
year, the task of preparing summaries on new arrivals pre- 
sents a challenge. Much of the summary sheet can be filled 
out in the admitting office by patients accompanied by rela- 
tives, but many of our patients are brought to us by the 
sheriff from distances of one hundred miles or more, so we 
have to depend upon a questionnaire mailed out to the 
relatives. The original of this questionnaire was a four-page 
affair with detailed questions which usually elicited some 
statistics but little real assistance in understanding the 
situation. Answers indicating that the patient was shy or 
joyful, or that a sibling had mental illness, did not really 
help much. What was needed was a complete picture of his 
background. 


The New Questionnaire 


A brief study of the whole communication process was 
made at this point and the knowledge gained influenced the 
entire project. It seems that the more one structures any 
form of communication, the more one tends to restrict the 
respondent to limited answers. In a sense, we were deliber- 
ately not letting the relative tell his story, as if we were 
lawyers in court with a prejudiced point of view. Accord- 
ingly, we came out with a new sheet which includes only 
the following, provocative, general questions. 

1. Please give us a simple story of the patient’s life, in- 
cluding the father’s occupation and whether patient 
was Ist, 2nd, 3rd, etc., born in the family. 

2. Tell us about other members of the family during the 
period when the patient was growing up. 

3. Is there any characteristic way the patient reacts to 
unusual situations? 

4. List the major losses and disappointments in the 

patient’s life. 

5. What will the situation be at home when the patient 
returns? 

6. If the patient’s personality seemed to change, did it 

appear related to any special circumstances? 

Is there anything else you can tell us which you feel 

might be of help to us? 

The spontaneous character of the replies gives us not only 
a better word picture of the patient but often a definite im- 
pression of the person answering the questionnaire. 

Another factor which comes up in the preparation of good 
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records is the authenticity of the material. Actually, some 
of the author’s ideas about notes were learned in engineering 
school, where field notes were kept as meticulously as possi- 
ble, describing only what one saw. not what one diagnosed 
as the situation. And, good or bad, it was unforgivable to 
edit them later. A record had to be made at the time. on 
the spot, or else honestly labeled as a recollection. We soon 
learned that there is hidden information that may be lost 
in the ballooning-out process of a formal record. The prob- 
lem of a good summary is to get accurate information 
into it, with a central theme to give context. 


Recording the Diagnosis 


In general, an exact description of how the patient broke 
down will bring out the nature of his weakness, which is 
where he needs support. The diagnosis can be added to the 
summary when the patient and the information collected up 
to that point are brought together. One way of doing this is 
to have meetings at intervals of about two weeks, at which 
the observations of junior and senior staff members. those 
of the psychologist or group therapist, and those of the at- 
tendants are brought together. This is the procedure we use 
for patients who present our most difficult problems. 

On other wards, informal conferences between the doctor 
and attendant in the presence of the patient are depended 
upon to get the over-all view of the situation into the record. 
However, there is a problem of getting physicians to make 
on-the-spot notes under these conditions, and they are not 
always aware of situational aspects that will help social 
service. In general, though, this method tends to work out 
well. 

Actually, the attendants often contribute the backbone 
of information in these conferences. They are able to do 
this because they are taught to observe the patients and keep 
supporting records. 

While the primary use of this record system has been on 
the wards, it has proved its worth in other departments. 
Social service has found it valuable in a number of ways. It 
has proved most convenient in answering relatives’ ques- 
tions. At times, notes from social service reach the ward 
summary and are available when it is redictated and brought 
up to date. The same is true of other departments, such as 
psychology or recreation and industrial therapy. Often, 
direct copies of the notes from physicians are sent out to 
family doctors as indications of what is happening in the 
hospital, thus reducing the need for other correspondence. 


Potential for Research 


The copy which goes to the research department is of 
great potential use. It is an especially convenient way of 
collecting information regarding the responses to drugs. In 
this way, the pigeon-hole type of information is avoided and 
the real picture of the problems of using each drug is ob- 
tained. When one appears to get an outstanding result 
from a drug, it is remarkable how often other factors seem 
to play a part too. Weekly informal notes are attached to 
the summaries, which give the picture with greater relia- 
bility than any protocol, however scientific, possibly could. 
The main problem has been that the data pile up too fast. 
A project for developing a punch card, cross-index system 
is now underway. It is hoped that a picture of therapeutic 
activity in the entire hospital can thus be obtained. 


WORK SHEET FOR CURRENT INVENTORY 
OF RECORD INFORMATION 


DATE OF BIRTH... DIAGNOSIS 


Home County. Date of Present Hospitalization 


Chart Number Date of Original Hospitalization 
SIGNIFICANT PHYSICAL FINDINGS: 


Brief History: 


Family Status: Father's Occupation: 


Grades Completed: Achievements: Temperament: 
Marriage: Age: Children: 


| Present Home Background: 
Patient’s Responsibilities: 
Attitude of Significant Persons: 
Visitors: 

| To be Completed by Ward Physician: 
Cause of Hospitalization: 
Actual Onset and Predisposing Stress: 
Treatment: 


Improvement: 


Perhaps the most valuable aspect of our record system 
has been that it offers ward workers something they can 
understand. These people say that as a result of it they 
have been able to see their chronically ill, apathetic patients 
as defeated people who have lived and who might be helped 
by the type of support ordinary human beings can give each 
other. 

An effort such as this appears to be basic in eliminating 
the stagnation which tends to occur in various spots in 
large institutions. Those in managerial capacities must 
have some feed-back from those actually working with 
patients, and they must provide these people with the train- 
ing, information, and tools to do their work. With the 
new remotivation programs and activity-oriented therapy, 
we are learning that we have to depend upon attendants 
and ward personnel for the basic contacts that inspire the 
mentally ill person to want to again participate in life. 

It would be most unfortunate if we have created the im- 
pression that this system solves the problems of medical 
records. It is an attempt to view them creatively rather 
than defensively. Our goal is to have the record give some 
indication of the level we have reached in understanding 
the patient, rather than being something one saves like an 
old magazine, hopefully believing that some day he will 
find the time to use it. kk 


41 


n 
d 
e- | 
et 
ly | 
is 
e 
as 
| 
ds 
ne 
vo 
lly 
et 
re- 
ed 
la- 
he 
we 
the a 
we 
me 
the 
or 
illy 
his 
vas | 
any 
the 
ere 
yrd- 
nly 
in- 
ient 
s to 
the 
jient 
d it 
feel 
only 
im- 
rood 
|_| 


| 


Promoting 
Staff 
Library 


By W. J. MeKENZIE, B.Ed., Director of Personnel 
and ROBERT SOMMER, Ph.D., Research Psychologist 


The Saskatchewan Hospital, Weyburn, Canada 


HE STAFF LIBRARY in a mental hospital usually pro- 

T vides a ready source of reference material for spe- 
cialized clinical employees, such as psychiatrists and nurses. 
but it should also serve to educate and inform non-clinical 
hospital employees. In accordance with this, we have tried 
to make our library of service to the entire hospital by pro- 
viding books and magazines on a variety of topics, including 
hospital management, mental hygiene. and nursing admin- 
istration. 

Although this policy has been in effect for some time, it 
recently became apparent that not all the staff were using 
the library. We found that the employees who knew most 
about mental illness seemed to make greatest use of the 
library while those employees who knew least never used it. 
This indicated either that a change in library policy was 
necessary, or that a campaign should be undertaken to in- 
crease among hospital employees the awareness of library 
facilities. 

With these considerations in mind, we began gathering 
information on the actual use of the library. Without letting 
the staff know it, we recorded the names of library users for 
three 5-day periods, along with the time each person re- 
mained in the library and the type of material he used. 

As with any brief survey, the results provided only a 
rough idea of the general situation. but the trends in library 
use were very clear. Although a few employees from the 
non-clinical departments came into the library, they made 
no use of the books or magazines. The only nursing per- 
sonnel who made use of the library were students. and 
nurses who were in special courses. Occupational therapists 
and social workers did not make as much use of the library 
as might have been expected. 

Having confirmed our first impression, we decided to 
make a survey among hospital employees to find out their 
beliefs about the library. We wanted to learn whether the 
“open door” policy was generally understood and whether 
the library contained the kind of books and magazines that 
would interest the staff. Some of the questions included on a 
brief questionnaire were as follows: 

e Has the staff library been of any use to you? 

e If you want a book from the staff library, are you able 
to go for it while you are on duty? 
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e What would your supervisor think if he or she saw you 
reading in the library? 

e What would the other staff working at your level think 
of your reading in the library? 

e Would you feel you were loafing if you sat down in the 
staff library to read? 

e Are there books on topics that interest you in the 
library ? 

e Would you like any kind of material or books added to 
the library? 

The answers showed that use of the library was related to 
status. As you went down the ladder from the medical staff. 
there were more and more people who had never been in the 
library. The trends were especially marked in the nursing 
department, where a majority of nurses said that they had 
never used it. When people were asked how their super- 
visors would react to finding them reading in the library 
during duty hours, the nursing and non-clinical departments 
generally felt that their supervisors would object to it. 

Peer attitudes were of equal importance in influencing 
behavior. Although the majority of nurses did not per- 
sonally feel that they would be loafing in the library, most 
of them felt that their peers would interpret it that way. 
Several nurses commented that others would think that they 
were “eager beavers.” “looking for a raise.” or “trying to 
get out of ward work,” if they were reading during work 
hours. Some mentioned that they would be making more 
work for the rest of the ward staff by reading in the library. 
There is considerable justification for this view, but using 
the library does not necessarily mean remaining in the 
library for an extended period of time. 

In at least two departments we found discrepancies be- 
tween the employee's concept of the supervisor's opinion and 
the supervisor's own opinion. For example, one department 
head mentioned, “I have been silently cursing my depart- 
ment for several years for not reading: now I find that they 
don’t read because they don’t think I'd approve.” 

There were many suggestions made as to how the library 
could be made more useful. Several staff members wanted a 
particular hour allocated for reading in the library. They 
felt that if there were an hour specifically assigned to 
reading, others would not think that they were loafing. 

Although we have not yet launched a real campaign to 
solve our major problems—the people who make little or no 
use of our facilities—we have taken several steps to get our 
nurses into the library. Since the supervisors are currently 
having a course in ward administration, every effort will be 
made to get them into the library frequently. Three or four 
library periods are already scheduled for this course. 

Another step that is being tried is that books of general 
interest are placed on the wards for afternoon and evening 
staff who have free time. Most nurses on these shifts men- 
tioned the need for good reading matter, since they often had 
to settle for ancient, torn magazines and comics from the 
dayroom because nothing else was available. Now each 
supervisor is responsible for getting good books and ro- 
tating them frequently. For the past few months our librar- 
ian has been taking a wagon of journals around to the wards 
(see illustration). The nurses are able to sign out journals 
and keep them for several weeks. Since we started this pro- 
gram, we have found that many more nurses are reading 
the journals, xk 
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SPONSORING A PATIENT PUBLICATION 


HE NEED for a patient publication or news- 
| ‘aoe is evident in most hospitals for the 
chronically ill, and sooner or later an attempt is 
made in the majority of institutions to publish 
one. Patients derive not only educational but thera- 
peutic benefits from their efforts in preparing such 
a publication. In addition to satisfying their basic 
need for self-expression, it offers them a chance to 
_ work as a group toward a common, worthwhile goal. 
| The hospital itself derives many benefits from a 
patient paper by way of the current reports and 
announcements it publishes, since all that concerns 
the patient in a hospital program is bound to affect 
employees as well. What, then, can be done to 
make a patient publication best serve its various 
purposes? 


In view of the fact that a patient publication invariably 
develops into a major “activity,” it usually becomes the 
responsibility of the occupational therapy department. This 
seems logical, since the 0.T. department has the equipment 
necessary to handle such a publication, as well as the inter- 
est and background required to supervise it. Typically, then. 
one or more occupational therapists are selected to be staff 
sponsors. 

For our publication, The Hilltopper, the author was 
chosen as sponsor, not only because of his interest in aiding 
the consistent publication of such a paper, but also because 
of his experience in high school and college publications. 
The Hilltopper is actually seven years old. It was launched 
during the first year of the hospital’s existence, but the 
many duties of a minimal staff in a mushrooming hospital 
plant kept pushing it into the background until additional 
staff made possible its assignment as a regular and important 
duty of one of the occupational therapists. 

It is important to point out here what the responsibilities 
of a staff sponsor are. First of all it is imperative that he 
limit himself to the role of sponsor or advisor, without 
becoming an editor, artist, or writer, even though these 
capabilities help. The sponsor must be available for advice 
and assistance when needed, but should neither write nor 
rewrite the paper, lest it cease to be a patient publication. 


By DAVID A. ETHERIDGE, 0.T.R. 


Occupational Therapy Department 
Northville State Hospital, Michigan 


This does not say, however, that the sponsor should permit 
any material submitted by a patient to be printed for the 
sole reason that it was written by a patient. Poor material 
should be returned to the patient-writer with an explanation 
as to why it is not acceptable, and he should be encouraged 
to rewrite the material himself, if the publication is to be 
a truly effective patient paper. 


The Editor 


The position of editor of the publication should be held 
by a patient. This individual must, of course, be carefully 
selected, and some of the important factors to be considered 
are: 

1. Physician's approval. The patient’s doctor is in the 
best position to decide whether or not he is capable of han- 
dling a position of such responsibility and if the activity will 
be of therapeutic benefit. 

2. Suitability. It stands to reason that the patient should 
be an individual of reasonable intelligence and education, 
so that he can correct grammatical mistakes and punctua- 
tion and learn to organize and lay out material in a 
presentable fashion. 

3. Interest. This is essential. It is obvious that if a 
patient is not interested in the job, he will do it poorly or 
not at all. 

4. Experience. This is not actually necessary, although 
it would be helpful, particularly if the experience is in publi- 
cation work, advertising, or commercial art. However. lack 
of experience does not overly handicap an individual if the 
staff sponsor can be counted on for a lot of help for the 
first few issues. 

5. Length of hospitalization. This should not be a job 
which has a constant turnover of personnel. The long-term 
patient will benefit himself and the publication more than 
the short-term patient in this position. 

After the staff sponsor and the patient-editor have been 
selected, it becomes their responsibility to find reporters. 
writers, poets, artists, etc. It stands to reason that in a 
large hospital one would not readily know these capabilities 
in all of the patients, so the trial issue may be little more 
than a “flyer” advertising the need for writers, articles, and 
so forth. Usually, however, the staff sponsor and editor will 
know of a few patients who do possess suitable talents. These 
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individuals may be contacted and asked to write specific 
articles or ward news, being first instructed as to the type 
and length of material desired, and provided with any other 
helpful information which will make their articles printable. 

It is important that the first issue be carefully planned, 
since it will set the pattern of issues to come. For this 
reason, much of the writing will be done by these few 
selected patients and by the editor, so that aspiring writers 
will recognize from the beginning that they are expected to 
meet certain standards. 

After the first issue, other wards not initially represented 
may be contacted by the editor or sponsor and asked to 
select ward reporters to serve on a trial basis. Since one 
issue has already come off the press, it will be easier for 
these people to learn what is expected of them and what has 
to be done. Invariably some of the material submitted for 
publication will be unusable or too poorly written to be 
printed. In these instances, as mentioned above, material 
should be returned to the writer with an explanation of 
what is wrong, why it is not being used, and how it can be 
improved to make it publishable. 


Improving Material 


This problem is being handled very well in our situation. 
When material is received which is not up to our standard 
or is totally unacceptable, a letter is prepared to the reporter 
explaining what needs rewriting or deleting. Suggestions 
are made as to how the material can be improved, and the 
reporter is given a due date so that it will be returned in 
time for publication. 

An excellent example of the results of this procedure 
occurred recently. A reporter from a chronic male ward 
had for several months been submitting more and more 
material until it amounted to almost 15 pages. Most of it 
was poorly written and definitely substandard. These are 
a few typical excerpts. (1) “On June 13 we went over to the 
Dining Room and had dinner. After dinner we came back 
to the ward and just sat around.” (2) “We had a ball game 
with M Bldg. I don’t remember who won but it was fun 
anyway. (3) “We had a party with some women from a 
church downtown. It was a nice time.” (4) “The reporter 
went out on a 3-day LOA and had a good time at his sister’s 
house. She is a RN at another hospital but says she doesn’t 
like to work with mental patients.” 

All of this material was returned to the reporter with a 
letter requesting him to condense it to not more than two 
pages because it was too time-consuming for the editor and 
sponsor to edit, and the space in the paper was limited. The 
patient was also advised to: leave out uninteresting material 
(#1 of above excerpts); elaborate on activities that were 
enjoyable, find out who won the ball game and who made 
the scoring runs (#2); tell more about the party, name the 
sponsoring group and tell about the refreshments and enter- 
tainment (#3); and leave out personal experiences particu- 
larly when they concern relatives or friends of patients (#4). 
This patient was given a due date of one week later, if the 
material was to be printed in the forthcoming issue. It was 
also suggested that if he were unable to condense and re- 
write the material as suggested, it would be necessary to 
select a different reporter from that ward, who would be 
capable of meeting the standards of the publication. 

In this particular situation, the patient did not return the 
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material as requested, so The Hilltopper was published with- 
out representation from this very active male ward. One 
week after the paper came out, the same patient-reporter 
submitted his ward news for the next issue—two pages, as 
requested, fairly well written and of interesting material. 
The patient waited in the O. T. department to see if the 
material was satisfactory and to be reassured that he would 
not have to be replaced as ward reporter! 


Minor Editing 


If only minor corrections in spelling, grammar, and 
phrasing, or deletions of a few words are needed, the editor 
can and should be able to make these corrections without 
having to contact the writer. At first, advice from the staff 
sponsor will be needed in making these decisions, but later 
the editor will be sufficiently experienced to make most of 
them without help. It is also true that when writers are 
informed of the reason for not printing certain material, 
they are apt to prepare future material more carefully so 
that less and less editing is necessary. 

There is also another important factor involved in this 
problem. It is felt that material written by a patient and 
submitted to the paper for publication should be considered 
“privileged conversation,” much the same as that between 
a doctor and patient, or a lawyer and his client. If not 
used, it should be returned by the sponsor directly to the 
patient without discussion with the patient’s doctor. A 
paranoid patient might become upset if he thought he were 
being asked to write so that his doctor could analyze his 
statements. If a particular article is symptomatic and might 
be of some help to the doctor, it could be suggested to the 
patient that he show it to him, but the sponsor should not 
assume this responsibility himself. 

After the material is edited and assembled for printing, 
the editor submits the final draft to the staff sponsor. The 
sponsor carefully examines the draft to be certain that im- 
proper material has been deleted, grammar is good, names 
are spelled correctly, etc. In general, it is easier if the staff 
sponsor enlists the aid of other interested staff members to 
assist him in this job, perhaps his departmental director or 
a staff member of almost any other department of the hos- 
pital. It is also important that the sponsor check carefully 
to see that the source for any material copied from other 
publications receives proper credit. After the final draft is 
approved, the publication is then ready for printing. 


Printing and Illustrating 


Printing of the material will depend on the facilities 
present in the hospital, whether it be hand-set type, mimeo, 
or as in our case, a Masterlith. Types and sizes of paper 
will limit layout and illustrations, and these factors will 
naturally have to be considered before the material to be 
printed is put into final draft. Here again it is important 
that most of the work be done by patients—the typing, 
stenciling, and even the printing. 

Illustrations pose quite a unique problem. Although there 
are probably many people who can draw simple sketches, 
the difficulties involved in discovering this talent within a 
patient population are often surprisingly great. Frequently 
the editor has to turn to various periodicals, design books, 
newspapers, and other sources to find illustrations appropri- 
ate to the context. If, however, the hospital is fortunate 
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enough to have such an artist available among the patients, 
this problem is solved. 

Sketches and illustrations add variety and spice to any 
written material. One certainly finds a printed page with 
a picture or drawing more appealing to look at than one 
without such an eye-catcher. On the contrary, good layout 
and design do not always require a sketch on each page. 
Illustrations should be used if needed but only if they add 
something to the article and do not detract. 

Probably one of the worst problems editors and sponsors 
have to cope with is the procurement and selection of suit- 
able cover designs for their publications. Some hospitals 
have solved this problem by selecting a standard cover such 
as a picture of the hospital, an emblem, 


have used of gaining and maintaining interest has been to 
have a monthly party, the Hilltopper Social, with the ticket 
for admission being an article, ward news, or a cover design. 
These socials have proved to be effective for several reasons. 
They offer a reward for work and effort put into the articles 
and material. Also, certain prestige is felt by patients when 
they see their names in print and when they enjoy the 
privilege of representing their wards at this special party. 
These representatives are usually the more outgoing, more 
in contact, more sociable patients and the result is that the 
better integrated patients meet in a very appealing atmos- 
phere, to be rewarded for the success of their joint effort— 
a good patient publication. xk 


or an appropriate staff head, and using 
it on each issue. In our situation, it was 
generally felt that there was a need for 
color and variety so that it was easily 
noticed when a new edition was “hot off 
the press.” Our cover designs are so- 
licited from our patient population. 
One would think that from a large num- 
ber of patients (approximately 2300) 
there would be no difficulty in securing 
a satisfactory design. This has not al- | 
ways been the case! Some months no 
designs were submitted and _ other 
months none of the few submitted were 
felt to be satisfactory. It then became | 
the job of the editor and sponsor to | 
draw one themselves or beg someone 
else to do it for them. 

The solution of this problem was al- | 
most too simple to be true—the time- | 
honored device, a contest! In each is- | 
sue, the subject for the next month’s 
cover design is announced, such as: 
spring sports, picnics, winter comes, or 
the annual patient fair. Entries are due 
on a certain date, allowing plenty of 
time for minor changes and transferral 
to stencil. Since the start of this opera- 
tion there have never been less than two 
entries, and often as many as six or 
eight. Competition has brought more 
consistent quality, and no longer are we 
dependent on a choice of one, which of 
course is no choice at all. Criteria for 
selection are much the same as one 
would use in judging any contest: work- 
manship, suitability, subject matter. 
originality, etc. All entries are kept and 
filed for future reference. Prizes for 
such a contest depend entirely on mate- 
rials and finances on hand and the needs 
of patients, but we know from experi- 
ence that even a pack of cigarettes, along 
with fame, is a sufficient stimulus to art! 

Although the staff may be interested 
and enthusiastic, the patient population 
may be reluctant to plunge into the ven- 
ture. The most successful method we 
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REMOTIVATION REMODIFIED 


By LUCY WHALEN, R.N. 
Director of Nursing 
Woodside Receiving Hospital 
Youngstown, Ohio 


BOUT A YEAR AND A HALF AGO, a new type of therapy, 

A eaied Group Conversation Activity, was started at 
Woodside Receiving Hospital. This is a modification of the 
Remotivation Technique introduced at Philadelphia State 
Hospital in 1956.* This technique was originally designed 
for aides to use with chronically ill patients and has had 
its widest application in long-term treatment hospitals. One 
of the aides on our hospital staff attended a workshop on the 
technique and later demonstrated it to our nursing staff. 
After seeing the demonstration and reading the manual on 
Remotivation, members of the nursing education staff be- 
lieved that it could be modified for student nurses to use 
with patients in an intensive treatment hospital. 

Although Group Conversation Activity is a form of so- 
cializing therapy, the term “therapy” was not used for two 
reasons, both of which had to do with semantics. Many 
patients identify therapy with physical forms of treatment. 
and some professional groups think of therapy as a re- 
stricted one-to-one relationship. As Group Conversation 
Activity is a group discussion about a topic of general inter- 
est. it was believed that this name would create less mis- 
understanding on the part of personnel or patients. 


Education Tool for Student Nurses 

The purpose of Group Conversation Activity is to facili- 
tate patient socialization through group communication and 
interaction. The activity is, essentially, a discussion by a 
group of patients with an affiliate student nurse as leader. 
The major factor influencing the decision to have students 
participate as group leaders was the potential educational 
value of the experience to the students. It was believed that 
this participation would help them acquire a better under- 
standing of the therapeutic value of group socialization and 
also assist them to develop their leadership abilities and 
observation skills. Each student functions as a group leader 
twice during the three-month affiliation period, once during 
her experience on the admission and socially disorganized 
unit, and once during her experience on the convalescent 
and socially organized unit. 

In formulating the objectives of the new activity, consid- 


*See Menta Hospirats, Jan. 1958, p. 14-17. 
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eration had to be given not only to the patients’ needs, but 
also to the extent and duration of their maladjusted be- 
havior. Acutely ill and chronically ill patients have the 
same basic needs for acceptance. approval, and recognition. 
However, the maladjusted behavior of acutely ill patients 
has existed over a shorter period than has that of the chroni- 
cally ill ones. Generally speaking. acutely ill patients have 
better contact with reality and show less distortion of it than 
do chronically ill patients. Consideration of these factors 
led to the formulation of the following objectives: 

1. To stimulate an interest in reality situations and the 

desire to accept reality. 

2. To develop the ability to communicate and share ideas 

and experiences with others. 

3. To develop feelings of acceptance and recognition. 

4. To promote group harmony and identification. 

Two group discussions are held weekly on each of the 
hospital’s four patient units. From ten to fifteen patients of 
different age levels and with different behavior patterns are 
selected for each group by the student-leader, the clinical 
instructor, and the head nurse. The student-leader is re- 
sponsible for asking the patients to join a group and for 
telling them when and where the group will meet. Although 
patients are encouraged to join a group, they are told that 
this is not compulsory. Any refusals are met with the com- 
ment that the patients may wish to join a group at a future 
time. Because of the rapid patient-turnover it is not possi- 
ble to plan a series of discussions which includes the same 
patients each week. However, every effort is made to have 
each patient participate in six discussions. 


Planning and Preparation for Meetings 

As previously stated, the purpose of Group Conversation 
Activity is to facilitate patient socialization through group 
communication and interaction. If this purpose is to be ac- 
complished, careful planning and preparation by the student- 
leader are essential. An individual conference is held with 
each student prior to her participation as a group leader. 
At this time, the clinical instructor determines if the student 
has adequate background knowledge of the discussion topic 
and if she is thoroughly familiar with the five steps upon 
which Group Conversation Activity is based. These steps 
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are essentially the same as those in the Remotivation Tech- 
nique. Some changes were made both in the sequence of 
the steps and in each step in order to have a more informal 
type of discussion period. 

During the one-hour discussion period, the patients. the 
clinical instructor, and the student-leader are seated in a 
circle or a semicircle. The instructor’s role during the dis- 
cussion period is that of a participant in the conversation. 
As the instructors are on the clinical units most of the day, 
the patients are well acquainted with them and thus each in- 
structor is accepted by the patient group which she joins. 


Steps in Discussion 


The student opens the discussion by greeting the group in 
general and by expressing her appreciation of the group’s 
attendance. After a few introductory remarks about the 
topic. the student introduces herself and then asks each of 
the patients and the instructor to introduce themselves. The 
purpose of this introductory step is to create a relaxed and 
comfortable atmosphere in which the patients feel accepted 
and recognized as individuals. 

In step two, the student-leader attempts to stimulate the 
patients’ interest in the reality-oriented topic. Various means 
are used to attain this objective. Sometimes the student se- 
lects a poem appropriate to the topic, and she and each of 
the group members read a few lines of the poem. At other 
times. the student reads a pertinent quotation or news item. 
A highly effective way of creating interest is by the use of 
related “props.” such as actual objects. pictures. posters. 
drawings, or maps. 

Step two provides a starting point for the development of 
the topic. which is the purpose of step three. Key questions. 
which are prepared by the student in advance. are directed 
to the group in general. These questions help to promote 
discussion and to keep the group focused on the topic. Be- 
cause the patients exhibit a variety of behavior reactions. 
the student frequently has to use considerable tact and diplo- 
macy in order to give each patient the opportunity to par- 
ticipate in the discussion. 

Step three blends into step four. during which the group 
members exchange views and ideas about the topic and share 
relevant personal experiences. By this time. communication 
and interaction are usually occurring spontaneously and 
there is little or no need for prompting by the student. Quite 
frequently the patients recall and relate amusing personal 
anecdotes, which make the discussions more interesting. 

The student leads up to the fifth and last step by remind- 
ing the group that the time limit for the discussion period is 
almost up. She then asks the patients to give their opinion 
about the discussion period and requests suggestions for fu- 
ture discussion topics. 

The student brings the discussion to a close by thanking 
the patients for attending and by expressing her enjoyment 
of their participation. 


Evaluation of Participation 


At the conclusion of the period, the student-leader evalu- 
ates the patients’ reactions with the help and guidance of the 
clinical instructor. The instructor helps the student to iden- 
tify significant behavior reactions and to understand the 
dynamics of these reactions. After this conference, the stu- 
dent writes an evaluation of each patient’s participation 


during the discussion period. Because one of these evalua- 
tions is written each time a patient participates in a discus- 
sion, a comparison between them provides some clues about 
the patient’s social competence and adjustment. 


Benefits to Patients 


From the patients’ standpoint, perhaps the chief thera- 
peutic value of Group Conversation Activity is that it pro- 
vides opportunities for social interaction to take place. 
Participation in the discussion groups pérmits the patients 
to test the appropriateness of their social behavior in an 
accepting and friendly atmosphere. Quite frequently this 
participation helps the patients to relinquish poor social 
habits. such as withdrawal, preoccupation, and aggressive- 
ness. 

Another value is that being a part of the group meets the 
patients’ needs for acceptance, support, and approval. It 
has been found that the patients encourage each other to 
participate and that they listen attentively when another 
speaks. Because they accept each other’s thinking and con- 
sider everyone’s contribution important, the members of 
the group are helped to develop feelings of worth and self- 
respect. 

The discussion periods also provide opportunities for the 
patients to get to know each other better and to learn some- 
thing about each other’s beliefs and interests. It has been 
noted that patients with similar beliefs and interests fre- 
quently form ward friendships with each other. 

Participation in the discussion periods also promotes a 
greater acceptance of reality. Because the discussion topics 
are centered around everyday interests and activities the 
patients’ attention is kept focused on reality. The discus- 
sions help in reviving former healthy interests as well as in 
stimulating new ones. 


Benefits to Student Nurses 


The student nurses’ assignment as discussion leaders pro- 
vides them with several learning opportunities. Probably 
the most valuable of these is the opportunity to learn the 
basic principles of group dynamics through personal ex- 
perience. This helps the students to develop skills in observ- 
ing group interaction and to acquire a better understanding 
of its significance. 

Working with a group of patients in a situation in which 
there is little or no physical activity involved helps the stu- 
dents to appreciate more fully the therapeutic values of 
group socialization. Although recreational therapy and oc- 
cupational therapy with individual patients and with groups 
of patients are included in the clinical experience, the stu- 
dents sometimes show a tendency to concentrate on the ac- 
tivity rather than on the interaction which takes place dur- 
ing the activity. It has been observed that after they have 
participated as group leaders, the students place the empha- 
sis on the socializing aspects of recreational and occupa- 
tional therapy. 

Because the students are responsible for planning and pre- 
paring their material, they have the opportunity to use their 
initiative and resourcefulness. Most of them have shown a 
high degree of motivation in planning their material. This 
motivation and the students’ genuine interest in the patients 
are perhaps the chief factors responsible for the success of 
Group Conversation Activity. 
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islands of Survival 


N THE 1950 edition of the Administrative 
Guide of the early Civil Defense Administra- 

tion appeared the following information: “Mental 
hospital facilities should be reserved solely for the 
treatment of psychotic patients . .. There would be 
no gain in converting any mental hospital for the 
care of general casualties, even during a short 
emergency period.” In the ten years that have 
elapsed since those words were published, almost 
everyone connected with defense has begun to 
realize the potential of the mental hospital in an 

| emergency situation. 


In addition to their large capacity of over half a million 
beds. which could possibly be more than doubled in an 
emergency, mental hospitals are equipped with most of the 
basic medical-surgical equipment required to provide a 
nucleus for emergency hospital use; some of them even have 
such refinements as blood banks, elaborate research labora- 
tories, etc. However. few people seem to appreciate the fact 
that mental hospitals are really “hospitals.” and this ignor- 
ance has been partly responsible for their having been over- 
looked in previous disaster planning. 

Until recently, most of the programming and preparation 
for the treatment of casualties had revolved around the 
projected use of local general hospitals, the stockpiling of 
medical and surgical supplies. and the storage of 200-bed 


_ —By CHARLES E. GOSHEN, M.D. 


Washington, D.C. 


emergency hospitals in strategic areas. Each of these 
emergency hospitals, consisting of 200 cots and the neces- 
sary equipment and supplies, can be shipped in two large 
vans for use any place where there is adequate space to set 
them up. State and local plans have tended to emphasize 
reliance on school buildings, warehouses, and public build- 
ings as operational sites. 

The American Psychiatric Association’s Committee on 
Disaster and Civil Defense has been instrumental in bringing 
to the attention of the Office of Civil and Defense Mobiliza- 
tion (OCDM) the unusual qualifications of mental hospitals 
in disaster planning. A preliminary meeting of the A.P.A. 
committee and the Research Division of the OCDM led to 
subsequent meetings during the past year, and finally to a 
meeting in Washington, D.C., in August 1959 for the express 
purpose of analyzing the potential of mental hospitals in 
time of disaster. 


Unique Resources of Mental Hospitals 


There are a number of unique qualifications which ac- 
count for the mental hospitals’ emergency value. Besides 
their obvious capabilities for handling casualties, they repre- 
sent certain unusual characteristics which might qualify 
some of them as “core communities,” a term devised to indi- 
cate resources which could become “islands of survival.” 
where both disabled and nondisabled survivors of atomic 
attack could be evacuated and cared for. In contrast to most 
large. community, general hospitals, mental hospitals tend 
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to be strategically located—accessible. but at a relatively safe 
distance from the prime target areas, the large industrial 
centers. Lronically, the questionable factor of isolation as- 
sumes a new and desirable character when viewed from this 
perspective. Mental hospitals usually have extensive acreage 
which would be useful for accommodating emergency shelter 
tents for evacuees, or as airplane landing strips, and their 
many separate buildings would allow adequate segregation 
of radiation casualties. 

Most mental hospitals tend to be relatively self-sufficient in 
respect to water, power, fire protection, maintenance, food 
preparation and storage, clothing supplies, laundries, sewage 
disposal, transportation, etc., and are equipped to handle 
thousands of survivors. More important, they are already 
staffed with skilled personnel, who are gaining experience 
every day in dealing with the housing. feeding, clinical, and 
personnel problems of large numbers of people, and could 
easily effect mass feeding and housing programs. 

Another quality which would find few equivalents else- 
where is the effective system of state hospital controls, which 
would make possible the development of a national program 


for mobilization with a minimum number of administrative 
channels. General hospitals, on the other hand, have no 
centralized administrative authority. and have the addition- 
al disadvantage of being located in prime target areas. 

One important potential possessed by mental hospitals, 
and one which is not likely to be appreciated by people un- 
familiar with them, is the additional help which the patient 
population could give in an emergency. Not only would 
large numbers of patients be useful as unskilled or semi- 
skilled workers, but they would also be available as blood 
donors. which might be an incalculable advantage in the 
event of a major disaster. Blood-type information has 
already been obtained on more than half a million of these 
patients at the present time. 

As a preliminary measure it would be quite feasible to 
conduct training and research programs on the handling of 
large populations in times of disaster by employing the 
patients in a mental hospital as the population to be studied 
under experimental conditions. For example. if one wished 
to try out an evacuation plan which would involve the 
manipulation of a population of 5000 people. it would be 
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Since mental hospitals are usually located in some- 
what isolated areas, they make ideal sites for field 
hospitals like the one above. In addition, they are 
equipped with most of the basic medical-surgical 
equipment needed to provide emergency treat- 
ment in the event of a disaster. 


Another important asset of the mental 
hospital in emergency would be the help 
which the patient population can give. 
By conducting emergency training pro- 
grams as shown at left, the hospital can 
provide a nucleus of people well trained 
in survival techniques. These programs 
also offer definite therapeutic benefits 
for the patients themselves. 


The large numbers of patients in the hospitals 
would be useful in semiskilled as well as unskilled 
disaster functions. In a major catastrophe, such 
patients could help with the care of the sick or 
wounded, and they would also be available as 
bood donors. 
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difficult to find a more receptive group than in a large 
mental hospital. 

Any consideration of disaster plans which rely on mental 
hospitals as a prime resource should also take into account 
the principal mission of the mental hospital, which is that of 
treating its resident population. It is more than conceivable 
that the enlistment of patients and personnel in an emer- 
gency program, with all the training and experimentation 
which would be involved, could produce decided therapeutic 
benefits. Giving both patients and personnel this new and 
vital national function might become the most important 
therapeutic orientation which has ever been introduced in 
the operation of a treatment program. 


W ho Takes The Initiative? 


The recent meetings of representatives interested in this 
phase of civil defense have started a move toward the adop- 
tion of a new policy in respect to the use of mental hospitals 
in disaster planning. This is oriented to two different phases 
of the problem. In the first place, mental hospitals are be- 
ginning to appear as one of the prime resources in making 
preparation for the handling of casualties, and it is con- 
ceivable that a disaster plan on a national rather than local 
scale might evolve, centered on this resource. Secondly. 
mental hospitals are being regarded as strategic centers for 
research in developing methods of handling both casualty 
and noncasualty survivors. Preparatory to the further de- 


velopment of these tentative objectives, it is hoped that each 
mental hospital will review its own emergency potential. 

At the national level, plans are in progress to under- 
take a comprehensive revaluation of the resources of mental 
hospitals. In addition, some pilot research projects are 
being set up in individual hospitals for the purpose of mak- 
ing studies needed to produce information for model emer- 
gency plans. The problem of what to do with the residual 
patient population remains to be worked out, but is capable 
of a number of different solutions, depending upon local 
resources. It is conceivable that master plans will eventual- 
ly be evolved which will be administered on a regional and 
state, rather than on a purely local level. Meanwhile there 
is plenty of room for individual initiative, and novel ideas 
on ways of bringing about an effective model plan in the 
individual hospital. Both the A.P.A. committee* and the 
OCDM** stand ready to advise and consult with mental 
hospital administrators who are willing to participate in the 
pilot planning, or who wish to proceed with readiness mea- 
sures to prepare our mental hospitals for the best use of 
their unique resources in time of emergency. ake 

*Chairman: Edward J. Kollar, M.D., 1200 Tigertail Road, 
Los Angeles, California. 

**Biophysics and Medical Sciences Division, Research, 
Office of Civil and Defense Mobilization, Battle Creek. 
Michigan. 


CHECKLIST OF MENTAL HOSPITAL EMERGENCY RESOURCES 


GROUND AREAS: 


Farm, open fields Fuel storage 


Pumping station 


Television 
Intercom system 


Golf course Chapel Public address system 
Park School buildings 
Forest Garages, stables, hangars TRANSP ORTA TION: 
Ponds Kitchen, dining areas Automobiles 

Roads Police station Buses 

Streams Personnel quarters Trucks 

Caves, tunnels Underground shelter Ambulances 

Outdoor cooking facilities Tractors 


Reservoirs 
Airplane landing strips Bedrooms 
Wards 

BUILDINGS: X-ray facilities 

Farm, barns, silos Operating rooms 

Administration Clinical laboratories 

Dormitories Recovery rooms 

Residences Pharmacy 

GMS buildings Blood bank 


Fire house Central supply 
Maintenance shops Dental clinic 


Warehouses Morgue 
Cold storage 
Green houses 


Slaughter house COMMUNICATIONS: 
Laundry PBX switchboard 
Bakery Local telephone 


Water tanks 
Power plant 
Sewage disposal plant 
Heating plant Teletype 


Standby power 
Radio receivers 


HOSPITAL FACILITIES: 


Diagnostic facilities 


Radio transmitter 


Earthmoving equipment 
Fire trucks 

Garbage trucks 

Food conveyors 
Railroad siding 
Aircraft 


STORAGE AND EXPANSION: 
Food storage 
Fuel storage 
Drug storage 
Blood bank 
Cold storage 
Water storage 
C.D. emergency hospital 
C.D. blood collection unit 
Tents, prefab buildings 
Building supplies 
Clothing, bed covering 
Record and valuables storage 
Warehouses, auditoriums, gyms 
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REVIEWS & COMMENTARY 


READERS’ FORUM 


Nobody Ever Heard of Freud in Vienna 


| was somewhat startled, upon returning from a recent 
visit to Vienna, to open midsummer issues of some of my 
favorite magazines. Through the center spreads of these 
usually urbane journals pranced a beautiful white horse in 
a full-color institutional advertisement extolling the delights 
of Austria “in the interests of international friendship.” 

International friendship is the worthiest object, and Aus- 
tria is a delightful country. But the copy writer (and the 
layers of brass who must have gone over his product with a 
fine-tooth comb) couldn’t have been there lately. “What 
other country could conjure the soaring imaginations of a 
Mozart or a Freud from a population that wouldn’t fill New 
York City?” he asks. “And who else would contemplate a 
ballet school for horses?” After a bit about the garlanded 
cattle (which I didn’t see) and dirndled girls (which I did, 
but the boys in short leather pants are quainter) : “Not even 
Freud could persuade his countrymen to sublimate their 
passion for whipped cream!” 

Well, Mozart and Beethoven slept in more houses in and 
around Vienna than George Washington in and around Vir- 
ginia, and there is a plaque to commemorate each of them. 
The Spanish Riding School, wherein the horses dance, is 
closed for the summer months when we ordinary tourists 
must make the rounds, so unfortunately I wouldn’t know 
about it. But the author of this breathless prose betrays his 
alienage in his allusions and illusions about Freud—for no- 
body ever head of Freud in Vienna! 

I had been made aware of this fact early in June by an 
amusing column from Vienna by the New York Herald 
Tribune’s Hollywood columnist, Joe Hyams, titled “Freud 
is Unknown in His Old Home.” After a diligent search, Mr. 
Hyams had finally located the 5-story apartment house at 
Berggasse 19 where Freud had lived. He had wandered 
through, asking various people which apartment had been 
Sigmund Freud’s. Little luck. “I know the name,” his taxi 
driver said, “but I can’t place it. Was he an actor?” 

I decided to follow through. I too, found the balconied. 
baroque apartment house at Berggasse 19 and noted three 
plaques. One advertised an engineer, the other a maker of 
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stylish knitwear, and the third, placed high and to the right, 
read: 

“In this house lived and worked Professor Sigmund 

Freud in the years 1891 to 1938, the creator and 

founder of psychoanalysis. Given by the 6th annual 

meeting of the World Federation of Mental Health in 

August 1953.” 

Across the street is a Christian Science Reading Room. 

Since it had already been established that no one about— 
unlike any nursery school child in New York or typist in 
San Francisco—had heard of Freud, I went to one of the 
major psychiatric clinics in Vienna: Psychiatrisch-Neuro- 
logische Universitats Klinik at Lazarettgasse 14. At the end 
of my visit with the group of psychiatrists there (who have 
an eclectic approach akin to that of most modern psychiatric 
clinics or hospitals in the States), | was given a grand tour. 

In the big lecture room—an old fashioned, converted 
chapel—my psychiatrist-host and I came to a stop. “Here 
the great men of psychiatry taught and argued.” he said. 
There were many plaques on the walls, but Freud’s name ap- 
peared on none of them. “How about Freud?” | ventured. 
“After all, he started a good deal of this.” 

“Well.” my host replied, “he was only an assistant pro- 
fessor here.” When I seemed taken aback, he added that 
there was now a bust of Freud in the university. But not in 
the main lobby—around the corner a bit. 

In London, a few weeks later, | asked about all this at the 
World Federation of Mental Health headquarters, always an 
efficient repository of information about psychiatric activity. 
The staff there knew only too well that no one had ever 
heard of Freud in Vienna. During a convention in that city 
in 1953, one of their doctors had gone sightseeing. He too 
had sought out Berggasse 19, and had been dismayed to find 
it, unlike most buildings in Vienna, unplaqued. The World 
Federation had promptly remedied this lamentable state with 
the plaque I had seen, and a ceremony where quite a few 
people showed up despite the wetness of the day. Later, they 
heard that the city had cleaned up the building a bit and 
that the International Psychoanalytic Association had ma- 
neuvered a bust of Freud into the University—around the 
corner from the main lobby. 

Natalie Davis Springarn 
Washington, D. C. 


ht, 


BOOK REVIEWS 


A FUNCTIONAL APPROACH TO TRAINING IN 
CLINICAL PSYCHOLOGY—By Abraham S. Luchens; 
Charles C Thomas, Springfield, Ill, 1959, 288 pages, 
$7.50. 


This is a book all professional people can read with 
benefit. Although its primary concern is with training in 
the clinical psychology field, its principles can be applied 
to training in other areas of psychology as well as in other 


professional fields. Its purpose is to present a philosophy © 


and framework allowing for the coordination of the needs 
of trainees, the university, and the practicum setting. It 
provides for keeping two-way traffic open in order that this 
training triad can maintain needed reciprocity in growth. 

It emphasizes the need for early fusion between the re- 
search and service functions at the training level in order 
that this will become part of the developing professional 
self-percept. Luchins advocates the early immersion of the 
trainee for the purpose of seeing the training installation in 
perspective—relative to its mission and interrelationships 
to society. This is designed to guard against a tool-centered 
approach in which the trainee has little opportunity to relate 
techniques to purposeful goals. The author contends that 
clinical phenomena do not follow the division lines of sub- 
ject matter in the university’s formal course, and thus that 
the program should be both intra- and interdisciplinarily 
structured for the student. 

Following his lucid presentation of principles underlying 
the exercises proposed, Luchens divides these exercises into 
the following major categories: (1) Survey of the Hospital; 
(2) Study of Hospital Personnel; (3) Study of Work De- 
tails; (4) Diagnostics; (5) Therapy; (6) Hospital-Com- 
munity Relationships; and (7) Audit of a Functional Unit 
and Action Research. 

It is the reviewer’s opinion that Luchins had a very clear 
view of the future in mind when he designed the exercises 
in this manual. He feels that the trainee can be given the 
broadest perspective of himself, and a professional self- 
percept which will enable him to more easily continue in 
his professional growth and adapt to future changes in his 
field. 

H. Max Houtchens, Ph.D. 
Chief, Clinical Psychology Division 
P.&N. Service, Veterans Administration 


Washington, D. C. 


PLANNING HOMES FOR THE AGED—Edited by 
Geneva Mathiasen and Edward H. Noakes; F. W. Dodge 
Corporation, New York, October 15, 1959, 119 pages, 
$12.75. 


It has been predicted that within the next ten years there 
will be a 25 per cent increase of persons over 65. More 
homes for the aged, nursing homes, and hospitals for the 
long-term chronically ill will be required. It is with these 
problems that “Planning Homes for the Aged” concerns 
itself{—providing sound advice and practical guidance for 
those involved in the planning of needed facilities. 

The book is divided into two sections. The first contains 


eleven chapters, each written by an authority in his or her 
field. They discuss community and health needs of the 
elderly; planning, and design—from choosing a site, to 
valuable proposals regarding the various facilities required 
for the completed building. The illustrations are clear and 
readable. The last chapter of this section, on the function 
of the architect, might have been omitted. Any architect 
would be pleased to give such information on request, and 
I suggest this space could well have been devoted to de- 
scribing the work being done in some of the Scandinavian 
countries, which are further advanced in housing and caring 
for their senior citizens than we are on the North American 
Continent. ‘ 

The second section of the book displays six prize-winning 
designs from a contest for a 100-bed home for the aged. 
The program of the competition is included, and from this 
it is easy to visualize the problems confronting the com- 
petitors, and appreciate the various solutions. Also included 
are excellent comments on the design. Commentators are 
Professor Belluschi, Chairman of the Jury, and Mr. E. H. 
Noakes, one of the editors. As in many competitions, the 
first prize went to a plan that appeared so logical and 
direct it made the problem look almost easy. 

H. Gordon Hughes, F.R.A.LC. 
Chief, Hospital Design Division 
Dept. National Health & Welfare 
Ottawa, Canada 


NEW PRODUCT 


A Floor Facelift That Sticks! 


The problem of deterioration of existing facilities in state 
hospitals and institutions is of almost universal concern. 
Therefore, we were very interested in the outcome of a test 
installation of Selbatex seamless floor covering. Two years 
ago the Delaware State Mental Health Department took ad- 
vantage of the manufacturer’s offer to install in one institu- 
tion in any state, up to 200 square feet of Selbatex at no 
charge. The test site is a bathroom in one of our oldest 
buildings, which houses disturbed and untidy patients. This 
particular room and floor have received no more than rou- 
tine upkeep during the past twenty-four months, and upon 
recent inspection, the Selbatex floor looked exactly as it had 
a week after installation. The surface is unmarred and there 
is no streaking, the material having maintained flawless 
color density. 

Selbatex, a trowel-applied synthetic latex, provides a 
seamless floor covering which is wear resistant, moisture- 
proof, sanitary, fire retardant, acid and solvent resistant, 
and non-slip. Special colors are availatle and the standard 
colors, red, brown, or green, are very attractive and rich 
looking. Installation costs approximately 80¢ per square 
foot, including labor and material for 4” flooring on top 
of concrete; wooden floors cost about double to cover. as 
they require an underlayment before Selbatex can be ap- 
plied. 

For further information about this product write to 
P. W. Cloyes, Manager, Applicator Sales Department, Selby, 
Battersby & Company, Philadelphia, Pennsylvania. 


Alexis Tarumianz 
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CONFERENCE REPORT 


Institute for Directors of Volunteer Services 


The first nationwide Institute for Directors of Volunteer 
Services in Mental Hospitals, sponsored by the National 
Association for Mental Health, was held February 8 to 19, 
1960, in Topeka, Kansas. 

The institute grew out of a Conference on Volunteer 
Services to Psychiatric Patients held in June, 1958, in Chi- 
cago, under the joint sponsorship of the American Psychi- 
atric Association, the American Hospital Association, the 
American Red Cross, the Veterans Administration, and the 
National Association for Mental Health. Representatives of 
these organizations, supported by the opinions of many 
others concerned with the care of the mentally ill, recognized 
that those responsible for the direction of volunteer activities 
needed to come together for some sort of training and ex- 
change of experiences 

Since the last war there has been a rapid growth of hos- 
pital volunteer programs directed by persons with diversified 
training and experience. These people have had to work in 
isolation from one another, and have had to feel their way 
along with little more to guide them than their native intel- 
ligence and good will and the help that busy hospital staff 
are able to give. This has created a need for more profes- 
sional knowledge and better communication. Therefore. a 
teaching institute appeared to offer one promising method 
for advancing professional competence. 

The institute was organized by the National Association 
for Mental Health in cooperation with the Menninger Foun- 
dation and the Topeka State Hospital, and supported by 
grants from the National Institute of Mental Health and 
the Nathan Hofheimer Foundation. Project director was 


Looking for a film to help teach student 
nurses and aides about motivation? 


BROKEN 
APPOINTMENT 


This film emphasizes the importance 
of “talking things over” in developing an 
understanding of other people’s—and 
one’s own—motivation. A Discussion 
Guide provides some clues on how to 
use this film in mental hospitals. 


Available to all full subscribers to the A.P.A. Mental 
Hospital Service from the Film Library. 


Please use the order forms in your Film Catalogue. If you 


need more forms—or another catalogue—write today to the 


MENTAL HOSPITAL SERVICE 
1700 18th St., N.W., Washington 9, D. C. 


Harvey J. Tompkins, M.D., Chairman of the Professional 
Advisory Committee, National Association for Mental 
Health, assisted by the co-director, Miss Mary C. Mackin, 
Director of Volunteer Services, National Association for 
Mental Health. 


The fifty-five participants came from 36 states, the Dis- 
trict of Columbia, and two provinces of Canada. Most of 
the participants and some of the faculty were full-time direc- 
tors of volunteer services in state mental hospitals, or held 
similar positions in training schools, hospitals for the 
mentally retarded, or VA hospitals. A number of faculty 
members and some participants were state coordinators of 
voluntary and other ancillary services. 

Lectures, demonstrations, panel discussions—all followed 
by question-and-answer periods and group discussions— 
were held in the new Eastman wing of the Topeka State 
Hospital. The lectures dealt with the organization and func- 
tion of the state mental hospital; the place of the volunteer 
and the director of volunteers in the hospital and in the 
community; mental illness and psychiatric treatment; de- 
velopments in the mental health field; the growth and func- 
tion of public and private agencies, including the mental 
health association; public relations and the place of the 
volunteer program in that area; public speaking: and many 
specific problems, duties, and opportunities of the director 
of volunteer services and of state coordinators of volun- 
tary activities. Participants met in five discussion groups, 
headed by a director and a resource person chosen from the 
faculty for each group. They met twice daily throughout 
the two weeks to scrutinize the subject matter of the lectures. 
Analyzing the presentations and discussions of the plenary 
sessions, applying the new knowledge acquired to the special 
situation of the participant, and bringing the director’s prob- 
lems up for airing and comparison within a group of his 
colleagues afforded each member of the group an opportu- 
nity for direct participation and deepened the impression 
made upon him by the teaching sessions of the institute. As 
had been hoped by the planners, each group quickly achieved 
an esprit de corps that helped considerably in the communi- 
cation process. A recorder in each group (a different mem- 
ber for each day) reported the day’s discussion. At the end 
of each week, the daily reports were brought together in a 
group summary that was reproduced and distributed to all 
participants as a record of the main points covered by all 
groups. On Thursday evening, February 18, certificates were 
presented to the participants in the two-week course. 

A popular and useful feature of the institute was the col- 
lection of photographs, descriptive text. newspaper clippings. 
and publications, prepared in scrapbook form by the various 
directors and coordinators to show the accomplishments of 
the different state and hospital programs. Participants had 
an opportunity to examine the books of their colleagues, 
which proved to be a highly effective means of exchanging 
ideas and suggestions. Reports, manuals, and other publica- 
tions of state mental health associations and volunteer serv- 
ices were also displayed and distributed to participants. 

A book is to be published within the year, in which the 
experience of this institute will be presented for the use of 
directors and coordinators of volunteer services in mental 
hospitals and any other persons or organizations who may 
be interested in inaugurating programs through which lay- 
men may offer their help to the hospitalized mentally ill. 


| 
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FILM REVIEWS 


ETERNAL CHILDREN (black and white, 16 mm., 
28 minutes). Produced by the National Film Board of 
Canada. 


People who are concerned with programs for the men- 
tally retarded will welcome this superb new documentary 
film. It is a simple, honest, and straightforward attempt to 
answer such questions as: Who are the mentally retarded? 
What is being done for them? For the average person who 
knows little or nothing about mental retardation, this film 
explains its different degrees, how retarded children func- 
tion, and how much can be done to help them. The audi- 
ence learns just how much patience, time. and kindness are 
needed to teach even the simplest tasks. Most of the film was 
photographed at a parent-organized day school in Canada. 
Also shown are sheltered workshops, where older mentally 
retarded persons work at repetitive tasks which give them 
a certain amount of independence. 

Professionals who see this film will be interested in the 
representations of the various disciplines involved in train- 
ing the mentally retarded. Especially good are the scenes 
showing the psychologist as he gives intelligence tests to a 
mentally retarded boy, and the scenes showing a speech ther- 
apist teaching a group of children to pronounce words prop- 
erly. 

Although most of the film has a cheerful, hopeful ap- 
proach to the training of the mentally retarded, there is a 
moving sequence in which a mother describes her own feel- 
ings and experiences with her retarded son. Her little boy 
is happy at his special day school and gets along well with 
children in his neighborhood. But what will happen to him 
when he is eighteen and must leave the school. and what will 
happen when his parents are no longer able to care for 
him? In the most touching moment of the film, the mother 
answers simply, “Well, I don’t know.” and the film ends. By 
ending on this note. ETERNAL CHILDREN shows its 
usefulness in citizen-action programs. It can help in mobil- 
izing community groups to provide special day schools and 
sheltered workshops for the mentally retarded, or to support 


Above is a scene from ETERNAL CHILDREN. Here, a 
speech teacher in a parent-organized day-school works 
with a small group of mentally retarded children on the 
proper articulation of words important to their safety. 
This particular method involves the use of small carved 
letters. 


existing programs. The film will be reassuring to parents 
of mentally retarded children, and could well be used to re- 
cruit teachers and other workers for institutions for the re- 
tarded. It will also be valuable for college students of ab- 
normal psychology, and for medical and nursing students. 
ETERNAL CHILDREN will be available to all M.H.S. full 
subscribers after May 1, 1960. For purchase information, 
write to International Film Bureau. 57 E. Jackson Blvd., 
Chicago 4, Illinois. 


THE NEUROLOGIC ACTIONS OF PHENOTHIA- 
ZINE COMPOUNDS (color, 16 mm., 30 minutes). Pro- 
duced by Smith Kline and French Laboratories. 


This interesting film provides a quick and painless, but 
thorough, review of some current laboratory research on the 
action of certain phenothiazines. The neurological theories 
it discusses, although based on evidence, are not presented 
as doctrine but as tentative attempts at a unified explanation 
of the sites and modes of action of these drugs. Designed 


Added interest is given to the film, NEUROLOGIC AC- 
TIONS OF PHENOTHIAZINE COMPOUNDS, by an art- 
ist’s depiction of various types of agitated patients. 


for professional audiences only, the film is offered as an aid 
to discussion—and as a stimulus to further speculation about 
the neurologic actions of these compounds. Through attrac- 
tive and tasteful art work, the film outlines the anatomy and 
the functional relationships of the principal central nervous 
system structure thought to be implicated in the action of 
these drugs. Animal experimentation is presented in live 
action, 

Clinical staffs of mental hospitals will be interested in see- 
ing this film at least once. Because of its detailed treatment 
of central nervous system anatomy and function, the film 
will also be useful to medical schools for teaching purposes. 
At several preliminary screenings for members of the medi- 
cal profession, this film was well-received. An illustrated 
booklet, reviewing the theories and research demonstrated, 
accompanies the film, which is available on a free loan 
basis from SKF representatives. 

Jack Neher 
Mental Health Materials Center 
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12th Mental Hospital Institute 


Invitations are still being mailed out to 
these who are being asked to serve as 
leaders at the institute. In addition to 
the acceptances that were published in the 
March issue of Menrat HospitAacs, we are 
happy to announce those of Dr. A. B. 
Stokes, Toronto. Can., as a topic leader; 
Dr. Walter E. Barton, Boston, Mass., and 
Dr. Hayden H. Donahue, Little Rock, Ark.. 
as participants in the legislative panel; 
Dr. Joseph B. Bounds, Salem, Va.. Dr. 
Robert C. Hunt, Poughkeepsie. N. Y.. Mr. 
R. A. Clelland, Phoenix, Ariz., Dr. Robert 
H. Dovenmuehle, Durham. N. C.. Mrs. 
Anna T. Scruggs, Enid, Okla., and Dr. 
John J. Blasko, Washington, D. C., as dis- 
cussion leaders. 

Last month’s issue of MentaL Hos- 
PITALS announced the title of the discus- 
sion which Dr. W. P. Hurder will lead on 
Wednesday afternoon. October 19, as “Or- 
ganization of Research in Mental Facili- 
ties: The Experience of the 16 Southeast- 
ern States.” This title has since been cor- 
rected to read: “Organization of Research 
in Mental Facilities: The Experience of 
the 16 Southern States.” 

The Mental Health Film Board will con- 
duct the Film Program this year, starting 


National Association 
for Mental Health 


NEWS NOTES 


QUARTERLY HOSPITAL PROFESSIONAL CALENDAR 
AMERICAN PSYCHIATRIC ASSOCIATION 


Annual Meetings: 

1960 May 9-13, Convention Hall, Atlantic City, N. J. (116th) 
1961 May 8-12, Hotel Morrison, Chicago, Ill. (117th) 

1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 13-17, Ambassador Hotel, Los Angeles, Cal. (119th) 


Mental Hospital Institutes: 

1960 Oct. 17-20, Hotel Utah, Salt Lake City (12th) 

1961 Oct. 16-19, (Correction), Hotel Sheraton-Fontenelle, Omaha, Neb. (13th) 
1962 Sept. 24-27, Hotel Americana, Miami Beach, Fla. (14th) 


OTHER PROFESSIONAL ORGANIZATIONS 

INSTITUTE ON MeNTAL HEALTH AsPEcTs OF PAsToRAL COUNSELING, Apr. 25-27, 
Holy Family Monastery, W. Hartford, Conn. 

MentaL WEEK, May 1-7. 

American Nurses’ Association, Biennial Meeting, May 2-6, Exhibition Hall, 
Miami Beach, Fla. 

AMERICAN PsYCHOANALYTIC AssociATION, Annual Meeting, May 6-9, Chalfonte 
Haddon Hall, Atlantic City, N. J. 

ACADEMY OF PsyCHOANALYsIs, Annual Meeting, May 7-8, Atlantic City, N. J. 

AMERICAN ACADEMY OF CHILD Psycutatry, Annual Meeting, May 8, Atlantic 
City. N. J. 

NATIONAL GERIATRICS Society, Annual Convention, May 9-12, Hotel Deauville, 
Miami Beach, Fla. 

AssociATION OF MentTAL HospitaL CHAPLAINS, Annual Meeting, May 9-13, 
Atlantic City, N. J. 

Society oF MepicaL PsycHOANALYsTs, Annual Meeting. May 11, 8:30 p.m. 
N. Y. Academy of Sciences, 2 E. 103rd St., New York City. 

AMERICAN ASSOCIATION ON MENTAL Dericiency, Annual Meeting. May 17-21, 
Baltimore, Md. 

FirtH Instirute 1N HospiraL Recreation, May 31-June 3, University of 
Minnesota. Minneapolis (Ing. Prof. Fred M. Chapman, Div. of Recreation 
Leadership, Univ. of Minn., Minneapolis). 

AMERICAN GERIATRICS Society, Annual Meeting, June 9-10, Hotel Americana, 
Miami Beach, Fla. 

SociETY OF BroLocicaL PsycHtaTrRyY, June 10-12, Hotel Deauville. Miami Beach, 
Fla. 

AMERICAN ASSOCIATION FOR REHABILITATION THERAPY, Annual Meeting, June 
13-17, Hotel Miramar, Santa Monica, Cal. 

AMERICAN MEDICAL AssociATION, Annual Meeting, June 13-17, Hotel Americana, 
Miami Beach, Fla. 

CANADIAN PsycHIaTRIc AssociaTION, Annual Meeting, June 16-18, Banff, 
Alberta, Canada. 
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~ even her fellow workers might not know— if her seizures are adequately controlled 
Work is often possible when seizures are amenable to control by medication! In one study? the 
authors found about 75 percent of epileptics not only capable of work, but actually employed. 


THE FAMILY OF ANTICONVULSANTS provides effective anconvtsants fr most ‘clinical needs 


for control of grand mal and psychomotor seizures 


forms including Kapseals," 0.03 O1 ~~ 


in bottles of 100 and 1,000, 


PHELANTIN 


rine 2.5 of 100. 


MILONTIN nie of 100 


CELONTIN 
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la 
a, Relves: (1) Crawley, J. W.: M. Clin, North America 42:317 (March) 1958, (2) Lennox, W. G., & Cobb, S., cited in Yahracs, 
Epilepsy — The Ghost Is Out of the Closet, #98, ed. 16, New York, Public Affairs Committee, Inc., 1957. 
~PARKE, DAVIS & COMPANY petroit PARKE-DAVIS 


with a film showing, followed by a discus- 
sion on Monday, October 17, the day of 
the optional meetings. This will be fol- 
lowed by the usual early morning show- 
ings each day. with coffee and doughnuts 
served. On Wednesday afternoon, Oc- 
tober 19, one of the eight simultane- 
ous meetings will be a discussion on “The 
Use of Films As Effective Training Tools.” 

The organizers of optional meetings are 
requested to notify Mrs. Phyllis Wood- 
ward, Mental Hospital Service, as early as 
possible of their plans so that necessary 
arrangements can be made with the hotel, 


and the proper announcements can be pub- 
lished in both the preliminary and the 
final programs and also in succeeding is- 
sues of Mentat Hospirats. 

The preliminary program with a regis- 
tration form and a hotel reservation card 
will be distributed not later than June. 
Unless you are reasonably sure that you 
will be able to attend the institute, we re- 
quest you not to mail your registration in 
advance. The registration desk will open 
Monday morning, October 17, in the Hotel 
Utah and remain open throughout the 
institute. 


BETTER CARE, LONGER LIFE 


The therapeutic value of equipment with normal life looks 
and features is a known benefit to mental and incontinent 
Here is an example for better care, longer Life. 


patients. 


CT950-48 LOUNGE CHAIR with UTILITY TRAY 


Write or phone 
ANdover 3-0600 today 


for specifications 


SION 


Extended rear legs prevent wall marring. 
3” ball bearing casters (2 with brakes). 


Canadian Distributors: SIMPSONS, 45 Richmond Street, West, Toronto 1, Canada 


Gives multiple service as a — 
therapeutic chair, 
wheel chair, 
straight chair 
—all for the 

cost of one! 


Here’s 

1960's most 

versatile chair! 
Constructed for 
Institutional use. 
Square tubular 

frame and tray 

arm in satin 

chrome plated 

finish. Heavily 

padded back. 

No-sag spring seat 
base, heavily padded. 
Perforated pan bottom. 
Upholstered in rugged 
Armor Weight Boltaflex 
(or Syko cover). Plastic top tray. 
Height, 3534”; seat, 19” x 21”; 
floor area covered, 21” x 31”. 


INC. INSTITUTIONAL DIVISION 


32 North State Street, Chicago 2, Ill. 


PEOPLE & PLACES 


HERE & THERE: Dr. Cornelia B. 
Wilbur has joined the staff of Falkirk 
Hospital, Central Valley, N. Y., to develop 
an expanded treatment and training pro- 
gram. She is serving as clinical director, 
replacing Dr. Percy Ryberg, who will 
devote more time to research and private 
practice. 

A new superintendent and medical direc- 
tor has been appointed at Mendocino State 
Hospital, Talmage, Cal. He is Dr. Ernest 
W. Klatt, who was associate superintend- 
ent of the institution. 

Dr. L. G. Behan, formerly with the VA 
in Gulfport. Miss., has been named super- 
intendent of Yankton, S. D., State Hospi- 
tal. 

Sister Mary Alice, D.C., has been ap- 
pointed administrator of De Paul Hospital, 
New Orleans, La. Sister Mary Alice comes 
to her new post from De Paul Hospital, St. 
Louis, Mo., where she served as adminis- 
trator for the past several years. She is 
succeeding Sister Henrietta, D.C., who 
was transferred to Nashville, Tenn., where 
she is now administrator of St. Thomas 
Hospital. 

Butler Health Center in Providence, 
R. I., will have a new superintendent: Dr. 
Charles H. Jones, former head of North- 
ern State Hospital, Sedro-Woolley, Wash. 
Dr. J. Sanbourne Bockoven, who was 
acting superintendent, will return to Mas- 
sachusetts to become superintendent of 
Cushing Hospital in Waltham. 

Dr. Adolph T. Rehn, superintendent 
of Lapeer (Mich.) State Hospital, died re- 
cently of a heart attack. Dr. Ellen Smith, 
the clinical director, is presently serving 
as acting superintendent. 

Dr. Manson B. Pettit, a St. Elizabeths 
(Wash., D. C.) Hospital psychiatrist for 
30 years and one of its three clinical di- 
rectors, retired at the end of December. 
He became director of St. Joseph (Mo.) 
State Hospital. 

Dr. Charles Belcher, formerly acting 
superintendent at Eastern Louisiana State 
Hospital, Jackson, is now superintendent 
at Winnebago (Wis.) State Hospital, suc- 
ceeding Dr. J. T. Petersik. 

Mr. John C. Waidner retired on Jan- 
uary 31 as chief of the Division of Busi- 
ness Administration, Ohio Department of 
Mental Hygiene and Correction. Mr. 
Reuel B. Cochran has succeeded him. 
Mr. Walter H. Horst has assumed the 
newly-created post of assistant chief of 
the Executive Division. 

On February 25, Dr. William S. Lang- 
ford of New York became president of 
the American Orthopsychiatric Associa- 
tion. 

Dr. Marianne Chermak, clinical di- 
rector of Manteno (Ill.) State Hospital, 
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recently transferred to the Illinois State 
Youth Commission in Joliet where she 
will be engaged in part-time work at the 
Diagnostic and Reception Depot. 

Dr. Vera Mather Behrendt is the 
newly appointed superintendent of Will- 
mar (Minn.) State Hospital, succeeding 
Dr. Nelson J. Bradley who resigned 
last fall. Dr. Behrendt was formerly as- 
sistant superintendent of the Rhode Island 
State Hospital for Mental Diseases. 

Dr. L. J. Ganser, former superintend- 
ent of Wisconsin Diagnostic Center in 
Madison, recently became director of the 
Wisconsin Division of Mental Hygiene. 


HAVE YOU HEARD? 


EDUCATION: Excerpta Medica 
Foundation, a nonprofit, international 
organization founded in 1946 to abstract 
and disseminate the medical literature of 
the world, has now launched a new phase 
of its activity in medical publishing—a re- 
corded medical journal to be known as 
Voice or Mepicine. To be published 
are recordings of discussions and _ inter- 
views taken during national and interna- 
tional medical congresses, clinical-patho- 
logical conferences, world health assem- 
blies, medical meetings and symposia, as 
well as discussions by leading specialists 
on subjects of current medical interest. 
These recordings will be prepared under 
the direction and supervision of a special- 
ly created. International Editorial Advis- 
ory Board of some 150 members. Drs. 
Ewald W. Busse of Durham, N. C., and 
B. J. Alpers of Philadelphia represent 
U. S. psychiatry on the board. 

DAY-NIGHT CENTER: Washington, 
D. C., General Hospital is actively 
working on plans for a day-night psychi- 
atric care center. Its psychiatric service is 
not large enough at present to handle the 
creat number of cases usually sent to a 
general hospital, and the rehabilitation 
facilities for addicts are inadequate. The 
program, slated to get underway next year, 
will take care of 180 patients, not sick 
enough to be committed to a mental insti- 
tution, but nevertheless requiring some 
form of treatment. Provisions are being 
made to include geriatric cases, those re- 
covering from physical illnesses, nonacute 
alcoholics, and drug addicts in need of 
rehabilitation services. The program will 
be directed by Dr. Josephine Buchanan, 
who is in charge of the hospital’s physical 
medicine program, and Dr. Mary McIndoo, 
acting chief of psychiatry. 

HOUSING FOR THE AGED is mush- 
rooming all over the country. Chicago 
Dwellings Association has proposed a 
$1.2 million state-financed apartment proj- 
ect in one of the city’s urban renewal proj- 


ects. The plan calls for about 100 apart- 
ments to be rented to elderly persons in 
the middle-income bracket. In Nebraska, 
the Lincoln Hospital Association ap- 
proved an apartment-home for people past 
60, Gateway Manor, to be built near a 
shopping center. Nassau County, N. Y., is 
putting the finishing touches on the multi- 
million dollar Nassau County Home 
and Infirmary for the Aged in Union- 
dale. Special units are being built into 
each of the four wings of the home for 
elderly couples. Throughout the various 
buildings, there will be no stairs or steps, 


except on the fire escape. Ramps and ele- 
vators will be used instead. On the main 
floor of the four-wing, four-story building 
will be an auditorium with stage, screen, 
and a motion picture booth, as well as 
facilities for religious services. 
TRANSPORTATION: With funds made 
available by the Smith Kline & French 
Fellowship Committee, Metropolitan 
State Hospital in Waltham, Mass., re- 
cently purchased a Volkswagen Microbus. 
This car provides transportation to and 
from the institution for Harvard and Rad- 
cliffe students who serve as volunteers. 


famous mattress. That's 


SANITIZED 


That's typical of comments from 
many users of this deservedly 


why we say— Shi 


ANOTHER PROVEN SUCCESS! 


] cquats 4 anv more! 


A leading government institution 
administrator says: “The 10 Syko 
Mattresses we bought in December 
1954 show hardly any signs of wear 
after constant use. In this period we 
would have used at least 40 of our 
regular hair filled mattresses —and 


an equal number of mattress protectors. Since then we've ordered 
122 more Sykos and plan to equip all of our 1,500 beds with 
Syko Mattresses. It is my firm belief that Sykos are the answer 
to any mental institution’s mattress problem.” 


IS YOUR BEST BUY! 


Practically Indestructible — they pay for themselves! 
Self Protective — save cost of additional covering! 
Easily Washed — save hours of attendant’s time! 
Write, wire, phone ANdover 3-0600 for details. Do it now! 


Canadien Distributers: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Canada 
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Stelazine 


brand of trifluoperazine 


can reach and help 


withdrawn patients 


The activating effect of ‘Stelazine’ is a valuable aid in the 
treatment of withdrawn, uncommunicative psychotics, 
no matter what service they are on. For example— 


On the admissions service and acute treatment service: 
‘Stelazine’ can help shorten the hospital stay of the 
acutely ill patient who is withdrawn and apathetic. 
Because ‘Stelazine’ activates this patient to communica- 
tiveness and alertness, the therapist is often able to 
establish early rapport; and the patient is able to respond 
and to cooperate from the start in his treatment program. 


On the chronic service and the “back ward”: ‘Stela- 
zine’, because of its activating effect, can help you to 
reach withdrawn patients who have failed to respond to 
previous psychopharmaceutical agents. Allen! found that 
patients became more cooperative and communicative: 
‘Stelazine’ “Shad an awakening effect on these chronic 
patients, who had previously been lacking ambition, 
initiative or interest in their surroundings.” 


With improvement established by ‘Stelazine’, previously 
ineffective therapies may then be successfully utilized in 
a build-up to a total treatment program and possible 
remission. 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizophrenics, 
Jj. Clin. & Exper. Psychopath. 20:247 (July-Sept.) 1959. 


KLINE & 
FRENCH Jeaders in psychopharmaceutical research 
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controls 
the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 


LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. 713:984 (May) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 
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NevrVOUS 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


Miltown 


meprobamate (Wallace) 


Ww WALLACE LABORATORIES / New Brunswick, N. J. 
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